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“Controlled Comfort,” 
for every hospital patient, 
is assured with Spring- 
Air hospital mattresses! 
Spring-Air spring con- 
struction automatically 
adjusts to the weight of 
the patient...conforms 
to, and supports, the con- 
tours of the body—there- 
by aiding every patient, 
regardless of weight, in 
getting the best possible 
comfort and rest. 














EXPERIENCE IN OVER 2000 HOSPITALS 


PROVES ECONOMY OF SPRING-AIR « « « 


No test of sleep-equipment equals that of actual use experience! 


Spring-Air is proud of its record in over 2000 good hospitals 


throughout the nation, where thousands of Spring-Air mattresses 
have been in continuous use for as many as 19 years...with little 
or no repair! Such experience proves the economy of Spring-Air 
from every standpoint of comfort, durability and price. 


SPRING-AIR COMPANY, DEPT. 214 HOLLAND, MICHIGAN 
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ATTRACTIVE FOOD SERVICE HAS A DISTINCT THERAPEUTIC VALUE”? 


Available Now! 








sinter FOR EVERY NAPERY NEED 


Good news for hospital Purchasing Agents and fine cloths is almost legendary. SIMTEX Cloths 
other executives responsible for attractive food with their exclusive Basco finish, they'll tell you, 
service . . . Beautiful, long-wearing, Basco-finished last “‘practically forever.” Superlatively good-look- 
SIMTEX Napery is now available to meet your ing, they hold their shape and lustrous appearance 
every napery need! through repeated launderings. 

Among leading hospital people who for years have When you’re in the market for the most satisfactory 
used SIMTEX (under the name Rosemary-Basco), Hospital Napery . . . always specify SIMTEX. 
the remarkable economy and serviceability of these Available now from leading Linen Supply Houses. 


SIMTEX MILLS 


Division of Simmons Company 
40 Worth St., New York 13, N. Y. 
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(Caittdlegaiton means economy 


Few hospital departments which form the chain of services that focus \ 
on the surgery, can offer an economy potential comparable to the re 































PATHOLOGY 
LABORATORY 






BLOOD 
AND PLASMA 
FACILITY 












- CENTRAL 
SUPPLY | 






SURGICAL | 
SUPPLY 






This increasingly important service can function to centralize equipment 
necessary for the preparation of surgical solutions, whole blood and 
plasma facilities. .. . FENWAL EQUIPMENT permits independent pro- 
duction control by the hospital. 

The Fenwal technic of producing sterile fluids is appreciably less diff- 
cult than that of collecting blood and producing plasma.... FENWAL 
EQUIPMENT can be operated accurately and safely by any trained 
attendant. 

Negligible space is required for a Fenwal installation, a major .p‘o- 
portion of which is essential to the blood bank facility as well. Cen- 
tralization can thus mean important economies in time and labor plus 
the savings in Solution costs that will many times exceed the outlay for 
equipment and supplies. 


ORDER TODAY or write immediately for further information 


MACALASTER BICKNELL COMPANY 


243 Broadway Cambridge 39, Massachusetts 
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Hospital Association and. Mbied Meetings 





REGIONAL MEETINGS 


Association of Western Hospitals—April 19- 
22; Los Angeles (Biltmore Hotel). 
Carolinas-Virginias Hospital Conference — 


April 
oke). 


Mid-West Hospital Association—-April 14- 
16; Kansas City (Auditorium). 





American Hospital Association 50th Annual Convention—September 20-23; Atlantic City. 


Mid-Year Conference of Presidents and Secretaries—February 6-7; Chicago (Drake Hotell. 


New England Hospital Assembly — March 
15-17; Boston (Statler Hotel). 

Southeastern Hospital Association — April 
22-24; Biloxi, Miss. (Buena Vista Hotel). 

15-16; Roanoke, Va. (Hotel Roan- Tri-State Hospital Assembly—May 3-5; Chi- 
cago (Palmer House). 

Upper Midwest Hospital Conference—June 
2-4; Minneapolis (Auditorium). 





PURITAN 











Assure Flexibilty 


Have a sufficient variety of 
Puritan Accessories on hand 
at all times to insure unin- 
terrupted administration 
of vital, life-saving 


therapeutic gases. 


SEE YOUR PURITAN DEALER 
or write our nearest office 
for latest catalog 


PURITAN DEALERS IN MOST PRINCIPAL CITIES 


PURITAN COMPRESSED GAS CORPORATION 


BALTIMORE 





“PURITAN MAID’’ Anesthetic, Resuscitating and Therapeutic Gases and Gas Therapy Equipment 


ATLANTA —_—- BOSTON CHICAGO §~—CINCINNATI DALLAS 


DETROIT NEW YORK ST. LOUIS ST. PAUL KANSAS CITY 





STATE MEETINGS 


Alabama — March 25-26; 
(Thomas Jefferson Hotel). 


Birminghar 


lowa—April 24; Des Moines (Hotel Fort Des 


Moines). 
Kentucky — April 1-2; Lexington (Phoenix 
Hotel). 


Maryland—District of Columbia—November 


8-9; Washington (Statler Hotel). 

New Jersey — May 20-22; Atlantic City 
(Hotel Dennis). i 
New York—May 26-28; Lake Placid (Arena). 

North Dakota—May 5-6; Grand Forks. 

Ohio—April 6-8; Columbus (Deshler-Wallick 
Hotel). 

Pennsylvania — April 28-30; Philadelphia 
(Bellevue-Stratford Hotel). 

Texas—March 4-6; Dallas (Baker Hotel). 

Wisconsin—February 19; Milwaukee (Schroe- 
der Hotel). 


OTHER MEETINGS 


American Association of Medical Record 
Librarians—October 18-22; Los Angeles. 

American Association of Nurse Anesthetists 
—September 20-23; Atlantic City (Ritz 
Carlton Hotel). 

American College of Hospital Administra- 
tors — September 18-19; Atlantic City 
(Traymore Hotel). 

American Dietetic Association—October 1|8- 
22; Boston (Hotel Statler). 

American Medical Association—June 21-25; 
Chicago. 

American Protestant Hospital Association— 
September !7-19; Atlantic City (Hoiel 
Dennis). 

Annual Congress on Medical Education and 
Licensure—February 9-10; Chicago (Palm 
er House). 

Cathoiic Hospital Association—June 7-10; 
Cleveland (Public Auditorium). 

National Association of Methodist Hospitals 
and Homes — February 18-19; Cincinnati 
(Gibson Hotel). 

Semi-Annual Conference of Blue Cross Plans 
—March 29-April 1; Los Angeles (Bilt 


more Hotel). 


INSTITUTES 


(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) 

Personnel Institute—February 23-25; Atlanta 
(Henry Grady Hotel). 

Institute on Nursing—March 1-5; Chicago 
(Drake Hotel). 

Institute for Nurse Anesthetists—March 8- 
12; Oakland, Calif. (Providence Hospital 
Auditorium). 

Institute on Planning and Operation of the 


Hospital Food Service — April 12-13; 
Kansas City (Continental Hotel). 
Institute on the Modernization of Food 


Service Facilities and Procedures in Hos 
pitals—April 19-23; Buck Hill Falls, Pa. 
(Buck Hill Falls Inn). 
Institute on Hospital Housekeeping Depart 
ments — April 26-30; Chicago (Drake 
Hotel). 


HOSPITALS 




























OU Miy lp SmpouWe... 


DEMAND SURGICAL INSTRUMENTS BEARING THIS 


TIME-HONORED TRADEMARK 
WT tig 





o the experienced, there can never be a com- 





promise with quality. The skill of the surgeon is predicated to 






an appreciable extent upon the dependable quality of the 












instruments at his command. Logically, the superiority of 
Kny-Scheerer instruments, long traditional among the 
profession, bears particular emphasis at this time. Qual- 
ity instruments pay dividends in longer periods of satis- 
factory service and minimum replacement expense. 
ae 


Available through leading dealers everywhere 


—— -— og 





a g | KNY : SCHEERER CORPORATION 


483 FIRST AVENUE, AT 28rn STREET » NEW YORK 16, N.Y. 
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PRESIDENT 

Graham L. Davis, W. K. Kellogg Foundation, Battle Creek, Mich. 

PRESIDENT-ELECT 

Joseph G. Norby, Columbia Hospital, Milwaukee 11, Wis. 

FIRST VICE PRESIDENT 

M. H. Eichenlaub, Western Pennsylvania Hospital, Pittsburgh 24 

SECOND VICE PRESIDENT 

Ruth C. Wilson, Maritime Hospital Service Association, Mone- 
ton, New Brunswick 

THIRD VICE PRESIDENT 

F. Ross Porter, Duke Hospital, Durham, N. C. 

TREASURER 

A. C. Bachmeyer, M.D., University of Chicago Clinics, Chicago 37 


BOARD OF TRUSTEES 


A. C. Bachmeyer, M.D., ex officio (treasurer) 
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John H. Hayes, ex officio (past-president) 

Stuart K. Hummel, Silver Cross Hospital, Joliet, Ill. 

Joseph G. Norby, ex officio (president-elect) 

Lawrence R. Payne, Baylor University Hospital, Dallas 1, Tex:s 
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COMMITTEE ON COORDINATION OF ACTIVITIES 


Graham L. Davis, chairman 

E. Dwight Barnett, M.D., Harper Hospital, Detroit 1 

Robin C. Buerki, M.D., Hospitals of the University of Pennsyl- 
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Fdwin L. Crosby, M.D., Johns Hopkins Hospital, Baltimore 5 
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Florence King, Jewish Hospital, St. Louis 10 
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Sister Mary Reginald, Mount Mercy Sanitarium, Dyer, Ind. 

Donald C. Smelzer, M.D., Germantown Dispensary and Hospital, 
Philadelphia 44 

B. Tol Terrell, Harris Memorial Methodist Hospital, Fort Worth 
4, Texas 


COUNCIL ON ADMINISTRATIVE PRACTICE 
Sister Mary Reginald, chairman 
Frank §. Groner, Baptist Memorial Hospital, Memphis 3, Tenn. 
James W. Stephan, University of Minnesota, Minneapolis 14 
Lawrence J. Bradley, Genesee Hospital, Rochester 7, N. Y. 
Ray E. Brown, University of Chicago Clinics, Chicago 37 
Ritz E. Heerman, California Hospital, Los Angeles 15 


COUNCIL ON PROFESSIONAL PRACTICE 
Robin C. Buerki, M.D., chairman 
Ray Amberg, University of Minnesota Hospitals, Minneapolis 14 
Mildred Riese, R.N., Children’s Hospital, Detroit 2 
Herbert M. Wortman, M.D., Mountainside Hospital, Montclair, 
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Frank R. Bradley, M.D., Barnes Hospital, St. Louis 10 
Harold C. Mickey, Duke Hospital, Durham, N. C. 


COUNCIL ON HOSPITAL PLANNING AND 
PLANT OPERATION 


Jacque B. Norman, chairman 

Milo F. Dean, Great Falls Clinic, Great Falls, Mont. 

James McNee, St. Luke’s Hospital, Duluth 5, Minn. 

J. J. Golub, M.D., Hospital for Joint Diseases, New York City 35 

George H. Buck, Mercer Hospital, Trenton 8, N. j. 

Vane M. Hoge, M.D., U. S. Public Health Service, Washington 
2°, D. C. ‘ 

Roy Hudenburg, secretary, 18 East Division Street, Chicago 10 


COUNCIL ON PUBLIC RELATIONS 
Florence King, chairman 
William B. Sweeney, Windham Community Memorial Hospital, 
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R. F. Whitaker, Emory University (Ga.) Hospital 
Arthur J. Will, County of Los Angeles Department of Charities, 
Los Angeles 33 
Marshall I. Pickens, Duke Endowment, Charlotte, N. C. 
C. J. Foley, secretary, 18 East Division Street, Chicago 10 
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COUNCIL ON GOVERNMENT RELATIONS 


John N. Hatfield, chairman 

Charles F. Wilinsky, M.D., Beth Israel Hospital, Boston 15 
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Carl P. Wright, General Hospital of Syracuse, Syracuse 5, N. Y. 
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W. P. Earngey Jr., Norfolk General Hospital, Norfolk 7, Va. 

Albert V. Whitehall, secretary, Washington Service Bureau, 183, 
K Street N.W., Washington 6, D. C. 


COUNCIL ON ASSOCIATION RELATIONS 


B? Tol Terrell, chairman 

William P. Butler, San Jose Hospital, San Jose 14, Calif. 

Ralph M. Hueston, Wesley Memorial Hospital, Chicago 11 

T. H. Haynes, Knoxville General Hospital, Knoxville 17, Tenn. 

Rt. Rev. Msgr. John J. Healy, Diocese of Little Rock, Little 
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Washington 5, D. C. 

William G. Simmons, secretary, 18 East Division Street, Chica 
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COUNCIL ON INTERNATIONAL RELATIONS 


Donald C. Smelzer, M.D., chairman 

Harvey Agnew, M.D., Canadian Hospital Council, Toronto 5, 
Ontario 

Howard E. Bishop, Robert Packer Hospital, Sayre, Pa. 

J. Russell Clark, Brooklyn Hospital, Brooklyn 1, N. Y. 

George U. Wood, Peralta Hospital, Oakland 9, Calif. 


COUNCIL ON EDUCATION 


Edwin L. Crosby, M.D., chairman 

J. R. Clemmons, M.D., Roosevelt Hospital, New York City 19 

James A. Hamilton, University of Minnesota, Minneapolis 14 

Robert H. Bishop Jr., M.D., Western Reserve University School 
of Medicine, Cleveland 6 

J. Gilbert Turner, M.D., Royal Victoria Hospital, Montreal, Que. 


COUNCIL ON PREPAYMENT PLANS AND HOSPITAL 
REIMBURSEMENT 


E. Dwight Barnett, M.D., chairman 

E. I. Erickson, Augustana Hospital, Chicago 14 

Rev. George Lewis Smith, Diocese of Charleston, Aiken, S. C. 
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John R. Stone, Menninger Foundation, Topeka, Kans. 
John H. Hayes, Lenox Hill Hospital, New York 21 


BLUE CROSS COMMISSION 


J. Douglas Colman, vice chairman, Maryland Hospital Service, 
Baltimore 2 

Abraham Oseroff, treasurer, Hospital Service Association of Pitts- 
burgh, Pittsburgh 22 

E. Dwight Barnett, M.D., Harper Hospital, Detroit 1 

J. Campbell Butler, Group Hospital Service, Inc., Syracuse 2, N. Y. 

F. Kenneth Helsby, Group Hospital Service, Inc., Kansas City 
6, Mo. ; 

F. P. G. Lattner, Hospital Service, Inc., of Iowa, Des Moines 7 

E. P. Lichty, Blue Cross Plan for Hospital Care, Chicago go 

Basil C. MacLean, M.D., Strong Memorial Hospital, Rochester 7, 


E. Duncan Millican, Quebec Hospital Service Association, Mon- 
treal, Quebec 

Joseph G. Norby, Columbia Hospital, Milwaukee 11 

Richard O. Parker, Hospital Service, Inc., of Stark County, Can- 
ton 2, Ohio 

Louis H. Pink, Associated Hospital Service of New York, New 
York 1 

H. A. Schroder, Florida Hospital Service Corporation, Jackson- 
ville 1 

Ralph G. Walker, Hospital Service of Southern California, Los 
Angeles 5 

Richard M. Jones, director, 18 East Division Street, Chicago 10 


EXECUTIVE STAFF, 18 EAST DIVISION STREET, CHICAGO 10 


George Bugbee, executive director 
Hugo V. Hullerman, M.D., assistant director 
Maurice J. Norby, assistant director 
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OPERATING ROOMS 





o” - 
°° Like A-£OOKING GLASS, the linens in these 
importght hospital departments reflect your laun- 
dry. ,fake a good look at the linens to see how 
adg@uate and efficient your present laundry really is. 





Pa If linens are gray, poorly ironed ...if bath 
y towels and blankets are hard*and- matted... if 
linen shortages handicap important departments— 
they reflect an overworked laundry. Increased hos- 
pital occupancy is forcing the laundry to produce 
more clean linens than it can launder efficiently. 





A modernized laundry, using high-production 
equipment and improved methods, will assure a 
plentiful supply of bright, finely laundered linens at 
all times. Labor-savings you obtain from modern 
machinery will make attractive reductions in operat- 
ing costs. Our Laundry Advisor is ready to give 
you qualified assistance in modernizing your laun- 


dry. WRITE TODAY. 








f 





THE 
AMERICAN LAUNDRY 
MACHINERY CO. 


CINCINNATI 12, OHIO 





REMEMBER . . Every Department of 
the Hospital Depends on the Laundry. 











Completely re-equipped washroom at W. A. Foote Memorial Hospital, Jackson, Mich. Fast-washing NORWOOD CASCADE Washers, left, 


with NOTRUX Extractor Containers in front of one washer. Hoist-loaded NOTRUX Extractor, right, saves much time and labor, 
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Your President Foports 





HE POWERFUL House Ways and 
Means Committee is hunting 
more sources of revenue. Nonprofit 
organizations of all kinds are under 
scrutiny. Farmer cooperatives ap- 
pear to be the principal target. 

First to appear at the hearings in 
December was an able attorney 
named Calhoun who knows his 
way around Washington. He repre- 
sents the Tax Equalization League. 
His utopian thesis was everybody 
and everything should pay income 
taxes. That means that churches, 
hospitals, the Red Cross, commun- 
ity chests might be asked to pay 
taxes on income producing proper- 
ty. This certainly would be unfor- 
tunate. 

Half way through my statement 
Chairman Harold Knutson (R., 


Minn.) asked how much an iron 
lung costs. I think we sold him one. 

The major point I made was 
that government would have to do 
the job if private philanthropy did 
not, and government has demon- 
strated it cannot do the hospital 
job as efficiently and economically. 
Current operating deficits are due 
in large measure to failure of gov- 
ernment to live up to its obligation 
for the care of the indigent. 

Then I also put in a plug for the 
tax exempt status of Blue Cross. 

At the end of my statement Rep- 
resentative Woodruff (R., Mich.) 
said he thought the committee 
should know something about the 
good work of the W. K. Kellogg 
Foundation. I obliged with a brief 
statement. 
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own situation. 


strictest confidence. 








, DEE YOUR FUTURE 


WITH your training and ability properly evaluated, you 
can plan for the future with more certainty. 


The Medical Bureau will provide you with an individual survey 
of the opportunities available for a person of your qualifica- 
tions. These facts will enable you to appraise more wisely your 


Please write us today, describing your training and experience. 
Tell us, too, your particular interests and requirements. 


This individual survey will be prepared especially for you in 


BURNEICE LARSON, Director 


THE MEDICAL BUREAU 
Palmolive Bldg. at 919 N. Michigan Ave. 
CHICAGO . 
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The Rev. John G. Martin made 
a stirring plea for the church hos- 
pital by telling the simple story oi 
the humble beginnings of his own 
St. Barnabas Hospital in Newark 
and its struggles through the years 
to make both ends meet. 

The eloquence of President 
Maurice F. Griffin of the Catholic 
Hospital Association caused the 
committee in effect to apologize for 
ever having raised the question o! 
the tax exempt status of the non- 
profit hospital. At that point I be- 
lieve Monsignor Griffin could have 
passed the hat and collected almost 
every dollar in the place. He said 
the value of contributed services ol 
religious sisters and brothers in 
1,000 Catholic hospitals was the 
equivalent of a 3 per cent return 
on an endowment of one billion 
dollars. 


x *k * 


Attorney Gerdes, who followed 
us, did not fare so well. He was 
defending the tax exempt status of 
the famous spaghetti factory owned 
and operated by New York Univer- 
sity. The law might be amended 
to compel such a factory owned by 
a nonprofit organization to pay in- 
come taxes. That means the busi- 
ness enterprise owned and operated 
by a nonprofit hospital would pay 
taxes unless it could show its opera- 
tion to be related directly to the 
care of patients. We urged that 
such hospital property continue to 
be tax exempt. 

xk &k * 


The November editorial in Mod- 
ern Hospital, “No Burlesque at the 
Ballet,” stems from an inferiority 
complex, I think, and not from pro- 
fessionalism. Hospitals get kicked 
around by radiologists, public wel- 
fare officials, the American Legion 
and others because all too frequent- 
ly their public relations are based 
on a code of ethics propounded by 
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Only Cavity radiopaque sponges 
show up on X-ray plates like this 


PORTABLE EQUIPMENT and Curity Radiopaque 
Sponges placed 6n abdomen (maximum possible 
distance from plate) of 115 Ib., 24-year-old 
female. Sponge is sharply visible, clearly ident- 
ifiable. Specifications: Exposure 1% sec., dis- 
tance 30 inches, 10 milliamps, selective setting 9. 


The shadow cast on an X-ray plate by the barium 
telltale of Curity Radiopaque Sponges and ABD 
packs is unique. Its shape and pattern make it quick- 
ly distinguishable from body structure or artefact; 
its radiopacity makes it easily and quickly identifi- 
able—whether you use fixed or portable X-ray equip- 
ment, with or without a Bucky-Potter diaphragm. 


The blackness of the barium telltale shows through 
covering folds of gauze (see sketch), and makes every 
Curity Radiopaque sponge readily identifiable in the 
operating room without unfolding. 

If you use Curity Radiopaque sponges and ABD 
packs routinely in your operating room, it is easy to 
settle the problem of unaccounted-for sponges. For 
X-ray will determine whether a Radiopaque sponge 
is in the patient or not. Give Curity Radiopaque 
sponges a trial and see for yourself. 


Products of 


Every Curity pn aa sponge contains 

a rectangle of crinoline impregnated with 

barium. The barium element has these 

advantages: 

@ CAN BE SEEN clearly with portable or fixed 
X-ray equipment 

e IS UNMISTAKABLE, because of shape and 
pattern, for body structure or artefact 

e 1S VISIBLE IN HANDLING. Black color shows 
through gauze folds 

Only Curity Radiopaque Sponges give this 

unmistakable identification 


BAUER 2 BLACK) _ 


Division of The Kendall Company, Chicago 16 


RESEARCH TO IMPROVE TECHNIC...TO REDUCE COST 
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Use Diack Controls inside 
the autoclave. Don't 
depend on outside 


gauges alone. 


Diack Controls 
1847 North Main Street 
Reyal Oak, Michigan 











Hippocrates about 400 B. C. They 
are getting lost in the scramble in 
the age of the atom and the singing 
commercial. If he were living to- 
day, old Hippocrates undoubtedly 
would use the soap opera to sell 
good health to the people. 

The editorial neglects to men- 
tion specifically what Kay Kyser, 
using Hollywood techniques, did 


in North Carolina to sell the good ° 


health program. He had the Gen- 
eral Assembly so petrified that it 
voted 48 million dollars without a 
dissent. The people had plans for 
a health program they needed and 
wanted but did not know how to 
go about getting. He showed them 
how and they are satisfied. Results 
are what count. 


x *k ® 


Down South, where life moves at 
a leisurely pace, it takes a good 
orator about two hours to make 
his point, if at all. Kay talked too 
long for a national audience in St. 
Louis and it was my fault I did not 
pull him down sooner, but every- 


body appeared to be interested in . 


what he had to say. A damyankee 
is hunting for trouble when he 
picks on a Tar Heel. 


x ® «*% 


Last month I suggested perhaps 
National Commander O’Neil of 
the Legion did not want to see me. 
I was mistaken. The interview was 
stormy in places, but we parted 
friends. 

He asked me to send him a mem- 
orandum of the main points I 
made. I pointed out the duplica- 
tion in the two federal hospital 
construction programs (Public Law 
725 and Veterans Administration) 
which eventually will produce 
chaos and 300,000 more hospital 
beds than the nation needs. This 
would play right into the hands of 
Communists and fellow travelers 
and probably result in federal con- 
trol of all hospitals, plus compul- 
sory health insurance, which the 
Legion says it is against. 

Then I pointed out the difficul- 
ties of the veterans’ hospital stems 
from the fact that it is primarily a 
government charity hospital, an in- 
stitution contrary to American tra- 
ditions. Not even the powerful 
political influence of the Legion 
could prevent a national scandal a 
few years ago. 

The fantastic figure of 300,000 
beds for veterans 20 years from now 
really gets me. That would mean 
the 15 million veterans living then 
would have 20 beds per 1,000, or 
almost twice the national average 











now of 11 beds per 1,000 for every 
body. Admission to these veterans 
beds would be limited by law to 
the few service disability patients 
left and veterans unable to pay 
The additional 200,000 beds pro 
posed would cost the taxpayers a: 
least four billion dollars at present 
prices. 

xk k * 


The first meeting of the new 
Council on Prepayment Plans was 


_interrupted the second day by a 


joint session of Blue Cross and Bluc 
Shield. They decided to make Maj. 
Gen. Paul R. Hawley, retiring 
medical director of the Veterans 
Administration, director of both 
commissions. Dr. Nelson, Reg Ca- 
halane and I interviewed the gen- 
eral. He said he had spent most of 
his life in government medicine. 
The opportunity to demonstrate 
the more effective nongovernmental 
approach to our health problems 
appealed to him. He is a crusader 
with imagination and demonstrat- 
ed ability. Blue Cross and Blue 
Shield are fortunate to get him. His 
appointment was announced at a 
big dinner in Washington Janu- 
ary 10. 
x *k* * 


The American Medical Associa- 
tion Council on Medical Service 
was all worried about implications 
of the appointment of General 
Hawley. An urgent summons from 
Council Secretary Tom Hendricks 
caused me to go to Cleveland. The 
Council was certain Blue Cross was 
about to swallow Blue Shield. | 
said hospitals were afraid Blue 
Shield was about to gobble up Blue 
Cross. ‘That made the score even 
and from there on we got along 
fine. 

The old bogey about hospitals 
practicing medicine was trotted 
out. Level heads in the A.M.A. 
House of Delegates referred this 
resolution to the Board of ‘Trustees 
for further investigation. In the dis- 
cussion I offered to produce specific 
examples of doctors exploiting hos- 
pitals. Both doctors and nurses 
seem to have that exploitation com- 
plex. Something ought to be done 
about it. Perhaps I am an incurable 
optimist. 

After a day of discussion the 
Council came up with the right 
answers which I was certain they 
would eventually. The doctors are 
fine folks to work with. 


aban (Ravin 
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Bogle’s Rongeur 4A, 712 in. 
Box Lock Stainless Steel. 






Ruskins Double Action 
Rongeur, 7¥2 inches 
Stainless Steel. 









Mead’s Rongeur, 1A, 
7¥2 in. Box Lock Stain- 
less Steel. 






BETTER INSTRUMENTS 
FOR MODERN SURGERY 


Better instruments for modern surgery is the aim of the 
Sklar organization. Sklar was the first to recognize and 
utilize the superior properties of the proper alloys of 
stainless steel for the manufacture of surgical instru- 


















Dean’s Rongeur 5S, 
7Y2 in. Box Lock Stain- 
less Steel. 







ments, and today makes the greatest variety of stainless 
steel surgical instruments ever produced by a single 
manufacturer. Typical of the better instruments produced 
by Sklar are the four rongeurs shown on this page. 










Sklar has always worked in closest collaboration with 
leading surgeons in all parts of the country in the de- 
velopment of new and specialized instruments for new 
and improved surgical techniques. A continuous supply 
of such new and better instruments for modern surgery 
is offered to the profession every year. With more than 
half a century of experience behind it, the J. Sklar Manu- 
facturing Company offers to the surgeon instruments that ji 
are unexcelled for technical perfection, dependability 
under all conditions, long wear and beauty. 























‘ LONG ISLAND CITY, N.Y. 








All Sklar products are dis- 
tributed through accredited 
surgical supply distributors. 










Rib Resection being performed in one of New York 
City’s Metropolitan Hospitals, where Sklar Stainless 
Steel instruments, used in great numbers in all sur- 
gical divisions, are subjected to the hardest kind 
of usage. 
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the SIDA of birth certificate 

for hospitals and Doctors originated 

with the Hollisters in 1925. Seven 

see wig provide for every type of 
spi 


pital. 

Our new form FM tabove] is for 
large hospitals. It can be inowidual- 
ized for cach hospital by varying the 
layout to fit the proportions of the 
Building pittured and the style of its 
howd lettered name. 

Done in two colors, itis most 
attractive and has great publicity 
value for the hospital. 

It may be made asource of reve- 
nue by charging a fee of one dollar 
a issuance ‘aly a 
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i OTHER HOLLISTER PRODUCT 


Fromes for Birth @rhficates. 
Perfected Foot print Outfits. 
Long Reach Seal Presses. 
Graduation Diplomas for 

Schools of Nursing. 
Stationery for Hospitals and 
Schools of Nursing. 
Certificates are pictured o priced 
N in the Hospital Purchasing File and 
Catholic Hospital Directory, 
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()pinions 


ROOM RATES VS. SERVICE CHARGE 


ERMS SUCH AS “room rates”’ and 
A een and board” are adequate 
enough for hospital administrators. 
Yet they fail to tell patients that 
they are getting much more than 
room and board. Robert H. Reeves, 
comptroller of Pennsylvania Hos- 
pital, Philadelphia, suggests a mor 
inclusive term which he thinks will 
give patients a clearer understand- 
ing of what they receive. 

This suggestion is the subject of 
this month’s Opinions department. 
The question: Which terminolog: 
—“room and board” or “daily serv- 
ice charge’—do you believe makes 
for the best public relations? 


THE WORLD IS NOT 
CONVERTED YET 


SOME YEARS AGO I announced 
that I was starting a lifetime cam- 
paign to eliminate the words “room 
rates’ and “room and board” from 
hospital language and literature. 

Since then I have had a hand in 
substituting “daily service charge” 
in the patient information booklets 
published by two hospitals. But | 
have to confess that I have not yet 
converted the world. I still see rei- 
erences to hospital room rates, and 
in the first issue of ‘TRUSTEE, there 
were those words again—“‘room and 
board.” 

Every administrator has heard 
patients try to compare hospital 
“room rates” with hotel room rates. 
There is no comparison, of course, 
but only contrast. As a well knowin 
administrator wrote some years ag‘). 
the only point of similarity between 
hotels and hospitals is that they 
both are places where people sleep 
away from home. 

With enough time this contract 
can be made clear to any individ- 
ual, but such private explanations 
can never make a dent in the mass 
of natural misunderstanding. 

The point I raise is: Why shoul! 
there be any misunderstanding? O! 
what advantage is it to use “room 
rates” or “room and board?’’—Rob- 
ert H. Reeves, comptroller, Penn- 
sylvania Hospital, Philadelphia. 


FROM THE REAL‘STS’ 
POINT OF VIEW 


‘THE SUGGESTION to substitute the 
more truly descriptive term “daily 


service charge” for the ineffective 
term “room and board” in our hos- 
pital lingo, reminds me of the fol- 
lowing quotation. Mark Twain is 
reputed to have said this after he 
wrote “The Awful German Lan- 
guage.” 

“T have shown that the German 
language needs reforming. Very 
well, I am ready to reform it. |] 
have now named what I regard as 
the most necessary and important 
changes. These are perhaps all | 
can be expected to name for noth- 
ing. But there are other sugges- 
tions which I can and will make 
in- case my proposed application 
should result in my being formally 
employed by the government in the 
work of reforming the language.” 

The Reeves reform in hospital 
cant is most commendable. But 
alas, I am a realist and cannot be 
too sanguine about its acceptance 
or adoption. For 20 years we have 
tried in vain to discard “training 
school” in favor of “school of nurs- 
ing” and refer to the “nurses’ resi- 
dence” instead of ‘nurses’ home” 
with its doleful and asylum-like 
connotation. But the hospital die- 
hards go merrily on, clinging to 
time honored terminology. 

Nevertheless I like the Reeves 
reform. I think it should do much 
to disabuse the public’s idea of 
highway robbery in the “room and 
board” charge.—Florence King, ad- 
ministrator, Jewish Hospital of St. 
Louis. 


A MORE PRECISE 
DEFINITION 

HOsPITAL ADMINISTRATORS gencr- 
ally agree that we never have hit 
on a really satisfactory term to de- 
note the room rate for hospital 
service. Mr. Reeves’ suggestion of 
“daily service charge” is a very little 
better than the terms now used. 

His terminology, in the strict 
sense of its meaning, is too broad 
to designate only the basic hospital 
services of bed, meals and general 
nursing service. It is misleading to 
say “daily hospital service,” and 
intend it to include only these ba- 
sic services when there are so many 
accessory services, some of which 
are furnished daily, that we recog- 
nize as justifying additional charg- 
es. Such a phrase could be inter- 
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INSTRUMENT and UTENSIL 
STERILIZERS ... 


which provide for complete utiliza- 
tion of available power and auto- 
matic control of rate of heating. 
EXCESS VAPOR REGULATOR 
eliminates losses usually sustained 
through wasteful creation and dis- 
posal of steam. 








WATER STILLS... 


in which a thermometer permits 
operator to gauge performance 
at all times and to accurately 
adjust regulating valve. Provides 
safety against “burn-out” and 
cleaning simplicity that means 
longer periods of operation. 


Erie, Pennsylvania 


DRESSING and INSTRUMENT 
STERILIZERS... 

Precision equipment of functional de- 
pendability. SMALL INSTRUMENT 
STERILIZERS in portable and cabinet 
models featuring “burn-out- proof’ 
safety. 


BULK STERILIZERS... 


the outcome of wartime engi- 
neering efficiency. Unexcelled 
for sterilization of dry surgical 
supplies, mattresses, bedding, 


dy DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS ak 
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All the keys on my typewriter are 
stuck. My pen won’t hold ink. Brother! 
—the first million dollars or 100 years 
couldn’t be any harder than a colum- 
nist’s first column. 


(The second one better be easier than this 
or I’m through — 3 kids or no 8 kids!) 


I’d probably never get going at all if 
it weren’t measles season and if this 
column weren’t about Immune Serum 
Globulin. This product is one of our 
Se) 

blood fractions — HUMAN —and I 
write that in caps because the “human 
angle” in our Immune Serum Glob 
story is particularly important. 


The fact that it’s made from fresh 
venous—not placental—blood gives 
ec Z 
our Immune Glob three distinct ad- 
vantages for passive prevention, or 
modification of measles: 


t’s water clear and hemolysis- 
free. 


t’s non-pyrogenic— causes no 
side reactions. 


ts known and constant potency 

of 160 mgm. gamma globulin 
per cc. permits low volume, 
adjustable dosage. 


By the way, our statistics hounds 
have turned up some interesting fig- 
ures on measles incidence—based on 
a study of U.S. Public Health re- 
‘ported cases, 1935-45, Did you know, 
for instance, chatfgoapof all measles 
occur in the 12-week period, March 
through May? 


But you’re probably busy enough 
with those cases you have right now 
—and one measly column can’t cover 
the whole story—so more next time. 


CUTTER LABORATORIES 


Berkeley 1, California 
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preted to include daily penicillin 
service, daily laboratory tests for 
diabetics and daily drug service. 

I should like to suggest the term 
“daily care rate” as a more precise 
and specific designation for services 
which include bed charge, meals 
and general nursing care as the ma- 
jor features of what is ordinarily 
expected for basic care. Beyond 
these features are such services as 
special nursing, x-ray, laboratory, 
special drugs, operating room Sserv- 
ice, delivery room service and phys- 
ical therapy. We already have edu- 
cated our patients to expect extra 
service charges for these. If the 
term “daily care rate”’ is used, daily 
bed service, meals, general nursing 
and intern care can be included in 
the definition.—Robert E. Neff, su- 
perintendent, Methodist Hospital, 
Indianapolis. 


MORE ACCURATE TERM 
HARD TO FIND 


I rrieD Mr. Reeves’ suggestion 
out on some of my colleagues. They 
all agree that “room and board” or 
“room rates’’ are poor descriptions 
of this charge. Picking a more ac- 
curate term that is meaningful to 
the public, however, is a difficult 
job. We could not find one. Until 
something better comes along, I 











HOSPITAL SHERTINGS 
| of UNSURPASSED Quality 








The words “Made by Hodgman” do more 
than identify the manufacturer of HORCO 
Hospital Sheetings. They denote an enduring 
reputation for dependability which guarantees 
the excellence of all Hodgman Products. In 

Sheetings, quality and skill have 
brought to a high degree superior features of 
protection against rough treatment for long 
periods . . . comfort that allows free move- 
ment and action .. . durability to resist the 
wear and tear of much handling and clean- 
ing . . . economy that results from longer 
and better service. 


HORCO Sheetings are produced to meet the 
most rigid hospital requirements. Where 
quality is a prime consideration, they are 
overwhelmingly preferred by many hospitals 
throughout the country. Ask your jobber. 


|HODGMAN RUBBER CO. 


| FRAMINGHAM, MASS. 
| CHICAGO, ILL., 173 W. Madison St. | 








NEW YORK, N. Y., 261 Fifth Ave. 
SAN FRANCISCO, CAL., 121 Second St. _|| 
Distributed by JACK C. KERN CO. 
2100 McKinney Ave., Dallas, Texas, and 
5618 Lake Shore Drive, Knoxville, Tenn. 








recommend that we use “daily ser, 
ice charge.”—John R. Stone, admin 
istrator, Menninger Foundation 
Topeka, Kan. 


IT IS A PROJECT FOR 
HOSPITAL DAY 


UsE OF THE PHRASE, “daily ser 
ice charge” instead of “board, room 
and nursing care” is desirable. |! 
the real meaning of the words is 
not understood fully by the public, 
however, the mere change of te: 
minology on the hospital statement 
and in the descriptive booklet is 
sued each: patient admitted is of 
little value. 

Most people do not require hos 
pitalization more than once in a 
lifetime. They think of the local 
hospital as a nice building on the 
edge of town where local physicians 
conduct a major portion of their 
profitable practice. They seldom 
give it a second thought until a 
neighbor is unfortunate enough to 
incur a large hospital bill. Then 
they are quick to protest. 

Most people in this country are 
reasonable. Whether they live in 
Nebraska or New Jersey, they take 
a great deal of pride in their ability 
to pay their own way. They will 
not complain about hospital charg- 
es if they understand them fully. 

Professional smugness, coupled 
with the retiring nature of the 
average hospital administrator, has 
resulted in miserable local public 
relations. National Hospital Day is 
four months away. Each institution 
should plan now to arrange a full 
week of carefully prepared pub- 
licity that would explain hospital 
economics to the community. If our 


‘country ever accepts the program of 


the social planners who propose to 
replace the present voluntary hos- 
pital system with their own bureau- 
cratic theories, we will have our- 
selves to blame.—D. W. Duncan, 
business manager, St. Elizabeth 
Hospital, Lincoln, Neb. 








HOSPITAL PACKAGE—ARZOL 


Silver Nitrate Applicators 


Silver Nitrate 75% 
GBS, $" 00's 
COUNCIL ON By 


6"* 500's .... $4. 
Packed in vials of 100's 

oN LS Arzol Chemical Co. 

“acorn Nyack, N. Y. 





$2.50 
4.00 

















SURGICAL SOAP 
and DISPENSERS 


Midland Laboratories 
Dubuque, lowa 
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Replace an old inefficient condensing unit with a modern 
General Electric unit and you'll be saving money as 
surely as though you put it in the bank. 


MAKE A 


In reach-in, walk-in, or other refrigeration fixtures, 


you can count on General Electric condensing units GENERAL ELECTRIC 


for these dollar-saving benefits: 


], EFFICIENCY. The G-E Unit is designed and built 





CONDENSING UNIT 


to make every stroke of the compressor produce full THE HEART OF YOUR 
value for every dollar you spend on power. REFRIGERATION SYSTEM 
2. ECONOMY. Not only does a G-E Unit cut daily 
operating costs . . . its entirely modern design means 


it will last years longer and cost less to maintain. 


3. RELIABILITY. General Electric Units are designed 
and built for a long life of dependable service—your 
protection against spoilage of perishables due to 
breakdowns or ineffective operation. 


Your General Electric dealer is an expert in providing the 
proper equipment for any refrigeration job. Call him today. 
General Electric Company, Air Conditioning Department, 
Section C8852, Bloomfield, New Jersey. 


GENERAL @ ELECTRIC 


Better Refrigeration 
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QUESTIONS AND ANSWERS 


EVERY MONTH hundreds of letters 
requesting guidance are received 
at headquarters. Council secretar- 
ies and staff specialists answer these 
letters. They send specific solutions, 
whenever possible, and suggestions 
aimed at helping the administrator. 
Some of the questions that are be- 
ing asked rather frequently are an- 
swered below. They are concerned 
mainly with hospital purchasing, 
accounting, dietary and personnel. 


FISCAL YEAR 


What is considered the most satisfactory 
fiscal year for a general hospital? 

Local conditions should be the 
basis for a decision. Among ques- 
tions to be considered are: (1) does 
the hospital receive local, govern- 
mental or Community Chest aid 
which necessitates submitting re- 
ports on a certain date? (2) Would 
the hospital’s public accountants 
make a smaller charge for their 
audit if the books were closed at a 
different time? (3) If there are oth- 
er hospitals in the community that 
cooperate in the exchange of fi- 
nancial data, what is their fiscal 
year? (4) Should the fiscal year be 
closed not too far in advance of the 
hospital’s annual meeting? (5) Does 
the medical staff have the same clos- 
ing date for its annual business and 
clinical data? 

A booklet, “The Natural Busi- 
ness Year, Its Advantages to Busi- 
ness Management,” is published by 
the American Institute of Account- 
ants as one of its public informa- 
tion series. The booklet gives sug- 
gested “natural business years” for 
many types of enterprises (exclud- 
ing hospitals) and a number of fac- 
tors to be considered in the selec- 
tion of appropriate fiscal year dates. 
—W. H. Markey Jr. 


PURCHASING RESPONSIBILITY 


We have not settled the problem of who 
should purchase subsistence supplies for our 
group of governmental hospitals. Sometimes 
the dietitian feels that it is her job while 
on the other hand the regular purchasing 
officer cannot see why an exception should 
be made for food items. Who should have 
this responsibility? 

The theory of central purchasing 
is generally accepted. The degree to 
which it is carried out, however, is 
very much in proportion to the 
ability of the purchasing agent. 

In most instances the dietitian is 
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more capable of buying subsistence 
supplies than the individual doing 
the hospital buying. Certainly her 
ability to produce satisfactory meals 
depends on her ability to obtain 
satisfactory raw materials. For this 
reason most civilian hospitals give 
the dietitian responsibility for food 
purchasing. 

If department heads are proper- 
ly trained it should be possible to 
give the ultimate purchasing au- 
thority to the purchasing depart- 
ment, with a working arrangement 
between the purchasing officer and 
the chief dietitian, who would give 
her final judgment before buying 
was done. The purchasing agent, 
under this arrangement, carries out 
all routine purchasing in order to 
relieve the dietitian of extra work. 
—George Bugbee. 


MEAL COSTS 


What are the average per meal costs in 
hospitals? 


Meal costs vary in different sec- 
tions of the country. At a recent 
Chicago meeting several adminis- 
trators gave per meal costs for raw 
food ranging from 25 cents to 35 
cents. The figures of 28 cents and 31 
cents are most frequently indicated. 
—Margaret Gillam. 


INCOME CREDIT 


Our hospital recently purchased an iron 
lung. After we had paid the bill, a city club 
reimbursed us. Should the money received 
from the club be considered as income? 

This question is one that seems 
to be raised in many hospitals. It 
has been the opinion of hospital 
accounting authorities that such a 
donation be credited to an income 
account under the general classifi- 
cation of supplementary or non- 
operating income. Charles Roswell 
agrees with these authorities when 
on page 76 of his textbook, “Ac- 
counting, Statistics and Business 
Office Procedures for Hospitals,” 
he says: 

“Gifts in kind should be valued 
for accounting purposes only when 
the commodity received as a dona- 
tion would ordinarily be purchased 
by the hospital if funds were avail- 
able to do so.” 

The major objection to record- 
ing this amount as a credit to in- 
come is that it may distort in one 
month what might otherwise be a 


fairly constant amount of incom: 
The major objection to enterin 
this amount in a surplus or capit: 
account is that it is lost sight o 
there and may never be reflecte: 
in a hospital financial statement 
W. H. Markey Jr. 


FIRE HAZARDS 


| have been told that the wearing o 
nylon, rayon or other synthetic fabric ga: 
ments in a patient's room where oxygen i: 
being used presents a fire hazard. Can you 
give me an authoritative opinion on the 
hazard involved? 

So far as can be determined from 
authorities consulted, there is no 
reason why the wearing of syn 
thetic fabrics in an oxygen enriched 
atmosphere should present a fire 
hazard. While these garments are 
a source of possible electrostatic 
spark, which is capable of igniting 
explosive atmospheres, there is no 
reason to believe that these sparks 
are of sufficient intensity to ignite 
materials ordinarily used in a_ pa- 
tient’s room. 

As a matter of fact, other materi- 
als commonly used such as wool 
blankets, present equally common 
sources of static discharge, and 
there is no reason to believe that 
these should be prohibited in oxy- 
gen enriched atmospheres. 

The opinion as to the wearing 
of synthetic fabrics probably arises 
from the fact that they do consti- 
tute a hazard in the operating 
room or any area where combusti- 
ble anesthetics are used. 

It is vitally important, however, 
to bar from oxygen enriched areas, 
in accordance with common prac- 
tice, all smoking materials and 
greases—Roy Hudenburg. 


SERVICE PINS 


We would like to present service -awards 
to our employees and would like information 
on pins that are available and the length of 
service for which they are given. 

Employee service pins that may 
be awarded at the end of 5, 10, 15 
or 20 years’ service are available 
through the Association. 

The pins may be made up-either 
with safety clasps or as lapel but- 
tons and may be purchased through 
the Council of Public Relations. 
Each pin is five-eighths of an inch 
in diameter and has the hospital 
name in raised lettering and an 
embossed circle for the number ol 
years of service. In the center of the 
pin is the American Hospital As- 
sociation seal in red, white, blue 
and silver or gold. The pin may be 
obtained in either 10-carat gold or 
sterling silver. 

The die costs $6, silver pins cost 
$1.50 each, gold pins $3.50 each, 
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OF NEMBUTAL’S 
CLINICAL USES 


SEDATIVE 


Cardiovascular 


Hypertension! 

Coronary disease! 

Angina 

Decompensation 

Peripheral vascular disease 


Endocrine Disturbances 

Hyperthyroid 

Menopause—female, male 

Nausea and Vomiting 

Functional or organic disease (acute 
gastrointestinal and emotional ) 

X-ray sickness 

Pregnancy 

Motion sickness 

Gastrointestinal Disorders 

Cardiospasm? 

Pylorospasm? 

Spasm of biliary tract? 

Spasm of colon? 

Peptic ulcer? 

Colitis? 

Biliary dyskinesia 

Allergic Disorders 

Irritability 

To combat stimulation of 
ephedrine alone, etc.3,! 


Irritability Associated 
With Infections! 


Restlessness and Irritability 
With Pain®»4 


Central Nervous System 
Paralysis agitans 
Chorea 

Hysteria 

Delirium tremens 
Mania 
Anticonvulsant 
Traumatic 

Tetanus 

Strychnine 
Eclampsia 

Status epilepticus 
Anesthesia 
HYPNOTIC 


Induction of Sleep 


OBSTETRICAL 

Nausea and Vomiting 
Eclampsia 

Amnesia and Analgesia® 


SURGICAL 
Preoperative Sedation 
Basal Anesthesia 
Postoperative Sedation 


PEDIATRIC 
Sedation for: 


Special examinations 

Blood transfusions 

Administration of parenteral fluids 

Reactions to immunization 
procedures 

Minor surgery 


Preoperative Sedation 


Nembutal alone or 1Glucophyl- 
line® and Nembutal, 2Nembutal 
and Belladonna, 2Ephedrine and 
Nembutal, 4Nembudeine®, 
®Nembutal and Aspirin, Swith 
scopolamine or other drugs. 
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IN aXe) DUCT 


put to many purposes 





Many and varied, too, are the uses of short-acting Nembutal. Since it may 
now be your barbiturate of choice in one or more conditions, perhaps 
you have considered the advantages of enlarging your experience with 
Nembutal in other conditions—as more and more physicians are doing. 
Their rationale is sound. They are familiar with the doses needed to 
achieve any desired degree of cerebral depression, from mild sedation to 
deep hypnosis. They know that the dosage required is small, about one- 
half that of many barbiturates . . . that, with this small dosage, the dura- 
tion of effect is shorter . . . the amount of drug to be inactivated is less 
. . . the possibility of after-effect is reduced . . . the margin of clinical 
safety is wide. In cases where Nembutal is indicated, won’t you give it a 
trial in conditions besides those for which you are now using it? There 
are 11 Nembutal products available at your pharmacy, all in convenient 


small-dosage forms. ABBoTT LABorATORIES, North Chicago, Illinois. 


In equal oral doses, no other 
barbiturate combines QUICKER, 
BRIEFER, MORE PROFOUND EFFECT than... 


Mermoocrtae 


(Pentobarbital, Abbott) 


HAVE YOU TRIED Nembutal Sodium Suppositories, or palatable Nem- 
butal Elixir, when it is not possible or feasible to give other dosage forms? 
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initialing is 30 cents per letter for 
engraving or 2 cents per letter for 
stamping. Small jewels of two-point 
ruby, emerald, blue or white sap- 
phire cost a dollar each. The year 
numerals may be changed at a cost 
of 50 cents per pin. It takes ap- 
proximately 60 days for delivery 
after an order is placed.—Ann R. 
Saunders. 


ADMINISTRATIVE COSTS 


What percentage of cost should be al- 
lowed for business administration in our 


budget? 
The administrative portion of to- 


tal expenses varies greatly. There 
are many reasons for this. Some 
hospitals have unusually large spec- 
ial service departments such as 
blood banks or physical therapy 
departments; other hospitals rend- 
er little additional service beyond 
routine inpatient care. You can see 
that, because of widely fluctuating 
types of services and total expenses 
in hospitals, the percentage of ad- 
ministrative expenses to total ex- 
penses also would tend to fluctuate. 

It seems to me, however, that a 
range of from 8 per cent to 11 per 
cent might be generally considered 
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as applying to voluntary hospitals 
today.— W. H. Markey Jr. 


PROPERTY INVENTORY 


What procedure can be used to fix 
responsibility among doctors and nurses for 
property issued throughout the hospital? 

Each floor or department should 
maintain an inventory of equip- 
ment, with one person responsible 
for it. As each new item is issued, 
it should be recorded and a signa- 
ture for its receipt obtained. 

If such a system is not in opera- 
tion a physical inventory is neces- 
sary before it can be started. The 
system may be maintained, how- 
ever, by periodic inventories or spot 
checks. 

Local usage governs whether sup- 
plies such as linen and _ other 
expendable items are included. — 
Leonard P. Goudy. 


TRAY SERVICE 


We are anticipating an addition to our 
present 300-bed hospital and would like to 
have your opinion on possibilities of central 
tray service in a hospital of approximately 
450 beds. 

This is a very large number to 
be served through central tray serv- 
ice although it can be done satis- 
factorily if the person in charge is 
able to have close control of the 
tray service on the floors. An IIli- 
nois hospital serves 550 with cen- 
tral tray service, and the system 
works very well there because such 
supervision is maintained. 

A separate diet kitchen on each 
floor usually is more satisfactory. 
The Veterans Administration hos- 
pitals, for example, are using the 
floor serving kitchens and heated 
food trucks.—Margaret Gillam. 


DEPRECIATION 


The trustees of our hospital are thinking 
of including depreciation in the expenses 
of the hospital, which is a charitable cor- 
poration. Could you tell me to what extent 
hospitals throughout the country are includ- 
ing depreciation in their accounts, and is it 
being done in Chicago or San Francisco? 

Hospitals in Chicago and San 
Francisco as well as many others 
now include depreciation in their 
accounts, and the trend is quite 
strongly in favor of this practice. 
As you know, the government ag- 
encies that purchase care from 
hospitals through use of the Gov- 
ernment Reimbursable Cost formu- 
la now permit depreciation on both 
buildings and equipment to be in- 
cluded as a legitimate item of cost. 
We are now revising our manual 
on accounting for hospitals, and in 
the classification of accounts, de- 
preciation will be included under 
the heading of operating expenses. 
—W. H. Markey Jr. 
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THE COST OF CARE 


O THE EXTENT that conditions 
‘lin Minnesota are typical, the 
rising costs of nursing service con- 
front hospitals with a_ financial 
problem today that is without 
precedent. 

When the Minnesota Nurses As- 
sociation presented its economic se- 
curity standards, reverberations 
could be heard beyond the state’s 
four corners. It was believed by 
boards of trustees and administra- 
tors that meeting these proposed 
standards might force at least some 
hospitals out of their primary ob- 
ligation, that of serving the com- 
munity. 

One hospital reported its cost per 
patient day for nursing care was al- 
ready approximately $4.36. ‘This 
figure never had moved far from 
$1.86 during a five-year period 
prior to January 1946. The sharp 
rise had come during a two-year 
period following that date. 

Many factors could be identified. 
There had been a drop in student 
nurse enrollment. As _ graduate 
nurses became more available, they 
had taken the places of students 
and volunteers. The work week 
had been shortened and salary rates 
had gone up. More and more nurs- 


Miss Gorgas is the director at the St. 
Barnabas Hospital and Mr. Bartel, admin- 
istrative intern. 
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es were required with a faster and 
faster turnover of patients. 


One way and another, both the 


total and the per-patient-day cost 
of nursing care had been climbing 
fast. So there was consternation 
over the nurses’ request. 

A meeting of the Minnesota Hos- 
pital Association was called to de- 
cide what if anything the associa- 
tion should do. The members rec- 
ognized that they were in need of 
facts and asked that a study be 
made. A special committee repre- 
senting all types of hospitals in the 
state was appointed, and it went to 
work with the help of the late 
William A. O’Brien, M.D., profes- 
sor of postgraduate medical educa- 
tion at the University of Minne- 
sota. 

A questionnaire in two parts was 
circulated. One part was designed 
to gather information on current 
practice with respect to standards 
requested by the nurses. ‘The other 
was designed to gather information 
on the financial situation in hospi- 
tals during 1946-47 and to assemble 
estimates of what it would cost to 
grant the nurses’ requests. 


The statistics presented here are 
based on a go per cent return of 
usable. questionnaires from hospi- 
tals employing at least 30 per cent 
of the nurses in Minnesota. 

As might be expected there is a 
wide variation in rates of pay and 
hours worked. Because of this, com- 
parisons are made on a basis of 
hourly wages. 

Pay Rate: The nurses were asking 
$190 for a 44-hour week, or about 
$1 an hour. Most hospitals were 
found to be paying from 80 to 93 
cents an hour. On a monthly basis, 
disregarding hours, the most fre- 
quently reported figure was $175, 
with $190 second. 

Work Week: The nurses were ask- 
ing a 44-hour week immediately 
and a 40-hour week within five 
months. In two-thirds of the hospi- 
tals, hours worked ranged from 44 
to 48. 

Maintenance: The nurses were 
asking that maintenance be figured 
at $40 a month. Most hospitals 
were using a figure of $35 to $45. 

Increases: The nurses were asking 
a $5 raise after six months, another 
$5 after a year and another $10 
after two years. In more than a 
third of the hospitals, automatic in- 
creases amounting to $15 a month 
after a two-year or three-year peri- 
od were in effect. 
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On Call: The nurses were asking 
a $2.50 bonus for 12 hours of on- 
call service. Most hospitals were al- 
lowing time off for any hours actu- 
ally spent on duty during the on- 
call period. Fifteen were paying a 
cash premium. 

Bonus Shift: The nurses were ask- 
ing an extra $10 for night shift and 
$15 for relief shift. Seven hospitals 
were meeting these requests. Thir- 
ty-five were paying some bonus for 
either or both shifts. 

Split Shifts: Ihe nurses were ask- 
ing that split shifts be eliminated. 
Half the hospitals indicated they 
were using split shifts and probably 
would have to continue doing so 
until the nursing shortage eases. 

Overtime: The nurses were asking 
time and a half for overtime. Most 
hospitals were granting straight 
time. 

Vacation: The nurses were ask- 
ing three weeks’ vacation after the 
second year and four weeks after 
the third year. Six hospitals were 
meeting this request. Nearly all 
were giving at least two weeks after 
the first year. 

Sick Leave: The nurses were ask- 
ing for one day a month sick leave, 
accumulating to 24 working days. 
At least half the hospitals were 
granting at least a day a month, 
but few allowed it to accumulate 
beyond 12 days. 

Health Program: The nurses were 
asking for physical examinations 
including x-rays, Mantoux tests, an- 
nual re- examinations, immuniza- 
tions when indicated, and written 
confidential reports. Hospital 





health programs as reported were 
sketchy. 

Deficits: July and August of 1947 
found two-thirds of the 29 hospitals 
that returned usable data operat- 
ing in red figures. A year earlier 
only two were in the red. 

In most hospitals net operating 
income had fallen no more than 
20 per cent. The figure ranged to 
a high of 40 per cent. Seventy-eight 
per cent reported a reversal in op- 
erating accounts—a drop in surplus 
or the incurring of a deficit. 

Cost of Conforming: How much 
more operating income would be 
needed to meet the nurses’ re- 
quests? In half the reporting hos- 
pitals, 10 per cent more; in the 
other half, where present standards 
are lower, up to 30 per cent. 

If corresponding increases were 
granted to other hospital employ- 
ees, how much more operating in- 
come would be needed? In half the 
hospitals, a total increase of 15 
per cent; in the other half a total 
of 36 per cent. 

Rate Raises: Ward rates in hospi- 
tals of fewer than 100 beds ranged 
from $3.50 to $5 a day; in larger 
hospitals from $5 to $7.50 a day. 
To meet all the suggested stand- 
ards, small hospitals would have to 
raise rates 15 to 50 per cent; larger 
hospitals, 10 to 30 per cent. 

Reserves: Fewer than a quarter of 
the reporting hospitals had reserve 
funds available, and these were all 
pledged for construction costs. 

Blue Cross: Only half the report- 
ing hospitals care for Blue Cross 
patients, and half of these reported 


that fewer than 2o per cent of their 
patients were covered. 

Census: Half the hospitals report- 
ed a census decrease. 

The findings were reported on 
charts with hospitals grouped c- 
cording to size. It was obvious to all 
who studied the report that such 
wide variations would make broad 
recommendations impractical. At a 
special meeting of the association, 
members concluded that the prob- 
lem should be handled locally with 
the hospitals either acting on their 
own or in regional groups. 

With nursing costs rising it be- 
hooves hospitals to analyze their 
nursing services carefully, to be 
sure that they are used wisely. An- 
alysis in one hospital shows that in 
terms of cost, one-third of nursing 
service is supplied by practical 
nurses and subsidiary help, two- 
thirds by graduate nurses. If this 
ratio can be changed without re- 
ducing nursing standards, by better 
analysis-and assignment of duties, 
administrators will find it easier to 
provide better conditions for their 
nursing personnel and yet to bal- 
ance their budgets. 

If hospitals are to compete with 
other potential employment fields 
for women, they will have to offer 
comparable working conditions. 
Certainly hospitals want to deal 
fairly with their staffs, but meeting 
the resultant costs with the money 
patients can pay is an increasing 
hospital problem. 

The results of this study, with charts, 
were published originally in Minnesota 


Hospitals, bulletin of the Minnesota Hos- 
pital Association. 
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One small hospital has found a 
method to get consultations that 
protect the patient, a procedure 
that requires the encouragement 
of trustees and administrators. 














STAFF CONSULTATIONS 


HE NEED FOR IMPROVED medical 
ject in rural hospitals 
persists. Rural communities long 
have been the neglected child in the 
medical field. Anyone experienced 
in both urban and rural medicine 
is amazed at the wealth of unusual 
and interesting cases that come to 
the average rural hospital. Many 
times they come too late for cure 
and even too late for much relief 
for their condition. 

Physicians practicing in rural 
areas usually are unable, for eco- 
nomic reasons, to stick to a spe- 
cialty. That is the reason the aver- 
age rural hospital must look out- 
side its own doors for a consultant. 
But the problem must be attacked 
from two directions. Not only must 
the administrator find ways of mak- 
ing consultation available, but he 
also must establish a climate that 
encourages its use. When doctors 
are not accustomed to good facili- 
ties and skilled advice, they may be 
reluctant to accept them as useful 
tools in their practice. 

Obtaining consultations that will 
protect the patient is a matter that 
requires complete cooperation of 
the medical staff, the board of trus- 
tees and the hospital administra- 
tion. 

The responsibility for seeking the 
consultation rests, of course, with 
the attending physician, but in 
rural hospitals there is a real need 
for encouragement from both the 
administrator and the board of 
trustees. Better consultation will be 
brought about through coopera- 


From an address given at the American 
Hospital Association convention in St. 
Louis, September 22-25, 1947. 
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tion, not ironclad rules and regula- 
tions. 

The patient with complications 
whose condition may not require 
consultation under a set of these 
rules very easily may be the one 
most benefited by it. 

A basic element of this climate 
is a good laboratory and x-ray de- 
partment so that the attending phy- 
sician may have a complete picture 
ready before the consultant is 
called. The pathologist and the 
roentgenologist should be quali- 
fied men who contribute to the 
medical staff education program. 

A continuing educational pro- 
gram also has a healthy effect. The 
board of trustees will do well to 
include funds in its budget for 
seminars to be held throughout the 
year. These seminars will bring 
specialists who will interest the 
medical staff in medical develop- 
ments as well as acquaint it with 
potential consultants. 


Encouragement 

Our experience has been that the 
speakers coming to our hospital for 
seminars and bedside clinics very 
often have created enough confi- 
dence in the staff so as to foster con- 
sultations. It may be possible for 
the board of trustees to build up 
a consulting staff of these teaching 
physicians. If the hospital is an ap- 
proved one, such a consultant will 
value his appointment and will be 
willing to do his share in further- 
ing the staff educational program. 

Joint meetings of the staffs of 





urban and rural hospitals often 
establish friendly relations between 
the two groups and sometimes bring 
properly qualified members of the 
urban hospital staff in as consult- 
ants. Our hospital has such an ar- 
rangement with one of the ‘Toledo 
hospitals. 

Besides furnishing necessary diag- 
nostic facilities and an active edu- 
cational program, the administrator 
may stimulate consultation by good 
administration and staff organiza- 
tion. He should lay particular stress 
on the importance of professional 
reports., 

A full report of professional ac- 
tivities is necessary to stimulate 
good staff performance in general, 
and to increase consultations in 
particular. This report will contain 
the number of discharges and tell 
whether they are classified medical, 
surgical, obstetrical or diagnostic. 
It will indicate the number of cases 
that had minimum routine study 
and those that had x-ray studies or 
special diet therapy. And it will 
give the percentage of cases that 
had recorded consultation. 

The deaths will be reported with 
the provisional and final diagnosis. 
Reports will say whether minimum 
routine studies were done for the 
patient, whether consultation was 
requested and recorded and wheth- 
er autopsy was done. 

The percentage of caesarian sec- 
tions will be given, this too with the 
notation of whether or not there 
was consultation. Also listed will 








37 











be the percentage of emergency op- 
erations. The agreement between 
the provisional diagnosis, final diag- 
nosis, and the pathologists report is 
one of the most significant items on 
this report. 

A low percentage of agreement 
naturally would indicate that the 
doctor’s diagnosis was not correct 
often enough when he resorted to 
operation. While a 100 per cent 
agreement cannot be expected, a 
low percentage will show the board 
of trustees that some investigation 
is necessary. The report may show 
favorable progress in many items or 
act as a warning signal if there is 
falling off of good performance. 

The Commonwealth Fund gives 
such a comparative report to rural 
hospitals each year. It tabulates the 
professional activities of the indi- 
vidual hospital for the previous 
three years and gives the past year’s 
report of the other hospitals in the 
program. Maximum, minimum and 
average percentages are listed. 

It has been the custom of our 
staff to use this report as the sub- 
ject of the program for at least one, 
and sometimes several staff meet- 
ings. We have taken the subjects 
in which our success has been mini- 
mum and tried to find the ways and 
means of improvement. 

One year’s study of this report, 
for example, resulted in special in- 
vestigations by two staff members. 
One member was asked to get out 
all the charts where postoperative 
complications had been reported. 
His report cited each case, giving 
a brief summary and ended with 
some recommendations for better 
performance. 


Thorough Investigation 


The second doctor investigated 
the percentage of caesarian  sec- 
tions. He did a very thorough job, 
taking out all the charts for sections 
since the hospital opened 15 years 
ago. He pulled no punches with re- 
gard to his criticism of the records, 
including his own, and showed very 
clearly that, though most of the 
caesarians probably should have 
been done, the charts rarely showed 
that fact. 

He told the staff how rarely pel- 
vic measurements were accurately 
recorded. He told them that in 
many cases no consultation sheet 
had been filled out, even when the 
nurse’s notes indicated that another 
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doctor had examined the patient. 
Thus we had not been able to add 
that case to our percentage of cases 
having consultation. 

Of course no names of patients 
or doctors were mentioned, but it 
was not too difficult for the doctors 
to pick out their inadequacies in 
case reports. It was a hard lesson to 
take, but since then we seldom have 
to remind a doctor to have the con- 
sultation recorded and the history 
and physical reports well written 
before the patient is sent to the op- 
erating room for section. 

There was some drop in the rate 
for sections but not a great deal. 
But we had the satisfaction of know- 
ing that the patient, as well as the 
hospital’s position, was being pro- 
tected. 

When our hospital’s postmortem 
examination rate was getting low 
we began using a sheet entitled, 
“Report of Patient’s Death.” It is 
filled out by the nurse in charge 
immediately after the patient’s 
death. The top half gives pertinent 
general information about the pa- 
tient taken from his chart or ad- 
mission card. 

The lower half serves two main 
purposes: First, to find out whether 
there was consultation prior to 
death, whether the consultation was 








recorded, and the name of consult- 
ant; second, to determine whether 
permission for autopsy was request- 
ed—and if not requested, why not? 
—and what arguments were respon- 
sible for obtaining the permission. 

This “yellow sheet” (it is printed 
on bright yellow paper) is signed by 
the attending physician. If he is 
present at the time of death, the 
nurse asks him to sign it at once, 
calling to his attention the possibil- 
ity of an autopsy. 

This has the effect of bringing 
the matter of consultation to his 
mind when his patients are serious- 
ly ill in the future. The very fact 
of having to write “no” after the 
question, “Was consultation held 
prior to death?” is conducive to 
making it possible to write “yes” 
the next time. 

The “yellow sheet” also reminds 
the administrator that an interview 
with regard to securing an autopsy 
may be necessary. It makes it pos- 
sible to keep a close check on the 
situation and to act more quickly 
and effectively. 

The autopsy percentage of our 
hospital increased from 16 per cent 
before the “yellow sheet” was used 
to 50. per cent for the first six 
months of 1947. It also resulted in 
the purchase, by the hospital, of a 
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whole new set of autopsy instru- 
ments and reorganization of the 
procedure in handling postmor- 
tems. 

Now we are working on the mat- 
ter of consultations in those cases 
and already have seen results. At 
least we have made our medical 
staff very conscious of the fact that 
we are working on this item, and 
that is the first necessary step to 
favorable action. 

While it is possible to require 
consultation to be held in certain 
gynecological and obstetrical cases, 
it is not possible to make rules and 
regulations for the medical staff 
that will insure consultation as of- 
ten as it is needed. It is doubtful 
in any case that the consultation 
would fill the need if it were so 
“legislated.” 

For the patient to receive the ul- 
timate benefit from consultation, 
it must be entered into freely and 
willingly by the referring physician. 
The building up and maintaining 
of ethical and cordial relations be- 
tween the family physician and the 
consultant is one of the most im- 
portant points of this program. 


Not Too Cordial 


It is essential that relations be- 
tween the referring physician and 
the consultant should not be so 
cordial that the consultant neces- 
sarily gives the opinion he believes 
the referring physician may desire. 
We have seen this happen too often 
to say that it does not exist. 

On the other hand, the consult- 
ant must respect and maintain the 
position of the general practitioner. 
It is not his privilege to criticize 
the treatment or opinion expressed 
by the referring physician, either 
to the patient or to anyone except 
the referring physician himself. The 
exception to this, of course, would 
be the persistence of the referring 
physician to disregard his advice 
when doing so would jeopardize the 
patient’s life. But the utmost tact 
and discretion must be exercised. 

The referring physician has the 
right to expect that his patient will 
be returned to him with a full re- 
port and suggestions for any treat- 
ment he can perform himself. If the 
patient’s condition is such that he 
must be removed to a place where 
added facilities are available, his 
physician should be consulted in 
that decision too. 
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The consultant should not treat 
the patient without the knowledge 
of the referring physician, nor 
should the referring physician have 
to learn from some outside source 
that his patient has been operated 
upon. This is commonly called “pa- 
tient stealing’, and it often dis- 
courages the general practitioner 
away from consultations. 

Handling these problems is a 
medical responsibility. We all know 
that the unethical actions of one 
member of the profession will undo 
the conscientious efforts of hun- 
dreds of honest members. We hear 
much more about the exploits of 
the charlatan than we do of the 
true physician. 

It is unlikely that patients during 
the last five years of favorable econ- 
omy were deprived of consultation 
because of inability to pay for it. 
But it may be necessary to consider 
the possibility that rising living 
costs and shrinking pocketbooks 
will change those conditions. The 
family physician should be the one 
to know the family circumstances, 
and he can arrange with the consul- 
tant for a fee the patient is able to 
pay. 

The consultant, of course, should 
bill the patient directly for his fee. 
The patient can be spared the ex- 
pense of repeating laboratory and 
x-ray studies if the case had been 
competently worked up for the con- 
sultant. Here again the well written 
and complete history will be ap- 
preciated. 

The physician with a patient who 
needs consultation but lacks the 
means to pay for it should feel free 
to tell the hospital administrator 
so that a member of the consulting 
staff may be asked to give this serv- 
ice without charge. 

The regionalization program, 
which brings consultants from the 
urban areas and teaching institu- 
tions to the rural hospital, will be a 
source of good material for consul- 
tants. The fact that it is tied in with 
a program for seminars and post- 
graduate study will enhance the 
building of good relationships be- 
tween the general practitioner and 
the consultant. 

Frequent contact will create un- 
derstanding, and understanding is 
the basis of the program. The train- 
ing that all the hospital personnel, 
from the administrator on down, 








receive from the regionalization 
plan will improve the quality of 
the care given the patient other 
than just in the matter of medical 
consultation. 

In some communities, group prac- 
tice is giving the patient the value 
of consultations. Here again it is 
rarely developed in the rural areas, 
even though there seems to be a 
tendency in that direction. Group 
practice can fill the need, providing 
members of the group are chosen 
carefully and they limit their prac- 
tice to certain fields. 

But if three doctors, all doing 
general surgery, combine practices, 
the value of consultation between 
the physicians might be limited. 

‘Also there would be a danger that 
the referring physician would get 
only the advice he sought. 

On the other hand; when a group 
practice is ideally set up, it does 
give the member physician an op- 
portunity to get more experience in 
his own line and to devote his study 
and reading to a narrower field. It 
is more likely that members of such 
a group will take time for postgrad- 
uate work and medical meetings 
since their income probably would 
not be reduced by the time taken 
for such self improvement. 

Lower Cost 

Group practice will bring to the 
patient more expert advice at less 
cost. If practiced in the approved 
manner, it should help markedly to 
fill the bill in securing consulta- 
tions. 

Generally, to encourage the use 
of the consultant, we must fulfill 
the basic requirements of good hos- 
pital organization and manage- 
ment. Clearcut rules and regula- 
tions governing staff actions should 
be made, and adequate diagnostic 
facilities with properly trained per- 
sonnel to operate them must be 
available. The medical staff must 
be kept aware of the neea for con- 
stantly appraising and improving 
the quality of medical care, and the 
hospital administration must pro- 
vide the tools and encouragement. 

Yet they must always remember 
that quality is more desirable than 
quantity, and that one good consul- 
tation is of more benefit to the pa- 
tient than three or four indifferent 
ones which may be misleading or 
give a false sense of security. 
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THESE are some of the trustees and guests who heard lectures, 
asked questions and toured Northwestern Hospital's building. 


S$ THE ROLE oF the voluntary 
A 1ospital expands, hospital 
board members find it increasingly 
difficult to keep currently informed 
on all hospital affairs. And many 
have served long and meritorious- 
ly. 

The board of trustees of North- 
western Hospital in Minneapolis 
has recognized this problem. To 
bring it up to date on these mat- 
ters, the board requested its public 
relations committee and the hos- 
pital administrative staff to arrange 
a one-day orientation institute. 

The institute was to serve a dual 
purpose: (1) to reacquaint board 
members with the internal organi- 
zation and operation of the hospi- 
tal, and (2) to present a compre- 
hensive picture of the duties and 
responsibilities of the trustees in 
the modern general hospital. 

In addition to the 50 women 
board members, invitations were 
sent to other groups interested in 
the hospital: The junior board, the 
men’s advisory committee, the exec- 
utive committee of the medical 
staff and the wives of members of 
the medical staff. 

The one-day event served its pur- 
poses. Many trustees said that for 
the first time they fully grasped the 
picture of the hospital as an entity 
made up of many closely integrated 
units. They showed the greatest 
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interest in the functions of the hos- 
pital with which they have the least 
contact. 

Results may be shown in still 
other ways. In expressing apprecia- 
tion for being brought up to date, 
members said that they will be 
more sympathetic to future hospital 
needs. That is because they are now 
more fully aware that increased 
operating and capital funds are re- 
quired to keep the hospital com- 
pletely modern. 

The event was worthwhile in an- 
other way—one that had not entered 
into planning. Many who attended 
visited sections of the hospital they 
never had seen previously. This was 
beneficial to the hospital because 
employees could see that board 
members had a genuine interest in 
what the employees were doing. 


Planning 


It was apparent that the two- 
phase program for the institute 
should include several prominent 
people from outside the hospital 
who, because of experience and 
reputation, could include in their 
authoritative remarks, discussions 
on the role of the trustees: This was 
to be supplemented by hospital 
people who would present a con- 
cise and coordinated picture of the 
operation of the hospital in its goal 
to provide high standards of service 
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for the patient. “welve members 
of the administrative and_profes- 
sional departments were asked to 
explain the relationship of the vari- 
ous departments to the welfare of 
the patient. 

A luncheon and a tour of the 
hospital was to complete the sched- 
ule. Subjects and time allocations 
were made well in advance of Ori- 
entation Day. 

Among other factors considered 
in planning was the possibility that 
some of the 15 speakers would not 
appear at the scheduled time. To 
meet that possibility, a sound film 
projector was set up for a showing 
of the American Hospital Associa- 
tion’s film, “You’re the Doctor.” 

Press and radio were notified well 
in advance so that the hospital 
would benefit by institute public- 
ity. Arrangements also were made 
for a commercial photographer to 
make a pictorial record, and a 
stenotypist was to record, for future 
reference, the entire proceedings. 

Early in the planning a 10-page 
booklet, “Orientation Manual,” was 
prepared for distribution at the in- 
stitute. In it were printed: (1) ex- 
cerpts from “Code for Hospital 
Trustees” by Malcolm T. Mac- 
Eachern, M.D., which was _pub- 
lished. originally in the first issue of 
TRUSTEE, the Journal for Hospital 
Governing Boards; (2) a diagra- 
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matic sketch of the hospital; (3) 
rules for volunteer workers, and 
(4) a space for note taking. 

As soon as the actual program 
content was decided upon, a com- 
mercial artist was called in to work 
with each member of the hospital 
staff who had been assigned a sub- 
ject for presentation. It was consid- 
ered important that the talks 
should be supplemented with well 
considered charts and diagrams. 


Hospital Affairs 


Northwestern Hospital’s admin- 
istration, organization and opera- 
tion were completely explored in 
the morning session and during a 
tour of inspection following the 
noon luncheon. (The luncheon 
was served in the employees’ cafe- 
teria and the board members had 
the same menu as the patients did 
for their noon meal.) 

The tour dramatized the board 
members’ interests in the hospital. 
It was planned so that as many 
points of interest as possible were 
included. Every effort was made to 
have the tour hit the behind-the- 
scene areas not usually visited by 
anyone other than employees. 

Our board members interests, of 
course, may not have been repre- 
sentative of boards in general be- 
cause all are women. Most of the 
ladies—old and young—were quite 
anxious to inspect the obstetrical 
facilities thoroughly. It was some- 
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UNUSUAL facts and statistics were used as 
subjects for several posters. These were 
displayed and served to illustrate talks. 
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thing of a treat for them to visit 
the delivery rooms when they were 
not patients. 

Next in order of interest came 
the laundry. Probably part of the 
interest shown there was that we 
are in the process of completing a 
$35,000 laundry modernization pro- 
gram. They wanted to see what 
they were getting for all that 
money. 

The boiler room held the inter- 
est of many members of the group. 
Apparently very few women ever 
see a large heating unit and they 
made the most of their opportunity. 

Discussions by hospital employees 
at the morning session told how the 
departments operate in the patient 
care program. For example, Rus- 
sell C. Nye, the administrator, ex- 
plained his responsibility to the 
board for the expenditure of ap- 
proximately $1,500,000 in creating 
for patients’ benefit a coordinated 
effort from a group of about 800 
persons. A graphic chart illustrated 
the extent of the coordinating 
activities. 

The duties of the various depart- 
ments in Northwestern Hospital’s 
patient care program were ex- 
plained and discussed. The im- 
portance of behind-the-scenes de- 
partments was highlighted. This 
emphasis was made to show how 
indispensable are the employees 
not usually seen by board members, 
patients and visitors and to show 
the magnitude of their various 
tasks. 

Attention also was directed to 
the full responsibility of those em- 
ployees who are in direct contact 
with the patient. 


Trustee Responsibilities 


Three widely recognized author- 
ities in the health and _ hospital 
fields participated in that portion 
of the program directed toward 
reviewing the basic responsibilities 
of the trustee. 

Mrs. John S. Dalrymple — was 
chairman for the institute program. 
She provided the keynote for the 
program by saying that most trus- 
tees limit their official functions to 
“sitting on the board.” 

The outside speakers were Wil- 
liam A. O’Brien, then professor of 
public health and director of post- 
graduate education of the Univer- 
sity of Minnesota (Dr. O’Brien 
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died November 16, 1947.); James 
A. Hamilton, professor of public 
health in hospital administration 
at the University, and Arthur C. 
Bachmeyer, M.D., director of the 
University of Chicago Clinics. 

These three speakers gave the 
members a broad picture of. hospi- 
tal matters other than internal 
administration. These were but a 
few of the things that the trustees 
heard: 

Dr. O'Brien: “Per diem hospitals 
costs have increased greatly during 
recent years, but the average stay 
has decreased. Thus the patient is 
paying little more than he did in 
the past. 

“One way to keep the public 
from getting too disturbed about 
the cost is to promote . . . the pre- 
payment plan. . . . When prepaid 
medical and surgical plans become 
as readily available as prepaid hos- 
pital plans, we will have for the 
first time an effective method of 
warding off nationalization of med- 
ical and hospital care.” 

Mr. Hamilton: ‘“The creation of a 
small conference committee com- 
posed of members of the medical 
staff and members of the board of 
trustees will promote mutual con- 
fidence and trust. 

“As an alternative, a medical 
advisory committee composed of 
staff doctors either should be elect- 
ed by the staff or appointed by the 
board to advise the board on ques- 
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tions related to professional polli- 
cies and practices. 

“Such a committee would tie into 
the chain of organization just be- 
low the board of trustees and above 
the administrator.” 

Dr. Bachmeyer: “The ideal board 
of trustees would be representative 
of the entire community. Members 
would be actively interested in 
community health and recognized 
as being successful in their respec- 
tive major field of activity. They 
would be willing to devote sufhi- 
cient time to carry out the respon- 
sibilities of their positions. 

“Trustees should understand 
fully that the modern general hos- 








pital has three important functions 
to perform in the best interest of 
its patients: Research, education 
and maintenance of high quality 
hospital service.” 


Response 


Discussions which followed the 
speaking program brought out 
many questions that showed prac- 
tical and diverse interests. These 
were but a few: 

Why can’t we operate on the 
same basis as hotels? What is a good 
autopsy percentage? What do you 
think of the volunteers in the hos- 
pital? How would you suggest that 
a volunteer program be started? 





Where do you think volunteers cai 
best serve? What is the cost rela. 
tionship between caring for acut: 
patients as compared to the chroni: 
patient? 

The one-day institute was con 
sidered a success on all scores. Boar« 
members said so. Press and radio 
coverage was adequate. On the Sun- 
day preceding the institute th: 
Minneapolis Star described the pro- 
gram. Pictures posed the day before 
the institute for the Minneapolis 
Times were published in the eve- 


ning paper the day the program 


was held. Several radio 


stations 


made timely spot announcements 


about the program. 








In HOospPiraAcs 
there are scores of useful and 
interesting facts, 


long as they are remembered. 
This is a short quiz to test a 
memory of what was read in 
Hospirats for January. 

Each of the 10 partial state- 
ments is followed by five words, 
phrases, names or numbers. Only 
one completes each statement 








correctly. Write the identifying 
letter of the correct answer in the 
blank space and then compare 
with answers on page 102. 

Quiz ratings: 9-10, exception: 
al; 7-8, excellent; 5-6, good. 


[] 1. Residencies approved for 
training of specialists now num- 
ber about: 


A. 1,000 8B. 5,000 C. 12,000 
D. 20,000 E. 27,000 


[] 2. The accepted standard bed 
utilization factor for the United 
States is listed as 20 patients per 
bed per year. A study of seven 





hospitals in the city of Los An- 
geles that encouraged early am- 
bulation during the past few 


years showed their utilization 
factor to average about: 
A. 10 B. 20 . 30 
D. 40 E. 50 





each month 


figures and 
ideas. They are useful only so 


(] 3. Rooming mothers and ba- 
bies together influenced the prac- 
tice of breast feeding at the 
Branch County (Coldwater, 
Mich.) Health Center. Ordinari- 
ly about 25 per cent of the moth- 
ers breast fed their babies. During 
the experiment, the percentage 
was about: 


A. 10 B. 30 C. 90 


D. 70 E. 90 


[] 4. Of the g2,066 patients in 
Veterans Administration hospi- 
tals as of September 1947, the 
number with service disabilities 
was about: 


A. 10,000 8B. 30,000 C. 50,000 
D. 70,000 E. 90,000 


[] 5. The U.S. Public Health 
Service recommends the follow- 
ing as the minimum desirable 
size for the community hospital 
in the coordinated hospital sys- 
tem. 


A. 10-bed B. 25-bed C. 50-bed 
D. 75-bed E. 100-bed 


[] 6. In 1926 a dollar was at 
par value when buying in the 
wholesale market. In October 
this year the same dollar was 
worth about: 


A. 50 cents B. 65 cents C. 80 cents 
D. 95 cents 


E. $1.10 


A Quiz for HOSPITALS’ Readers 


C1] 7- By Mid-December the 
number of fully approved indi- 
vidual hospital applications for 
assistance under the Hospital 
Survey and Construction Act 
was: 


A. 2 B. 18 
D. 104 


C. 58 
BE. £42 


[] 8. The new administrator of 
veterans affairs who succeeded 
General Omar Bradley is: 


A. Paul R. Hawley, M.D. 

B. Maj. Gen. Harry H. Vaughan 
C. Gen. Dwight D. Eisenhower 
D. Carl R. Gray Jr. 

E. Maj. Gen. Lewis B. Hershey 


[] g. Representatives of the 
American, Catholic and Protes- 
tant Hospital Associations testi- 
fied before a committee of. the 
House of Representatives in 
December on: 


A. The Wagner-Murray-Dingell Bill 
B. The Taft Bill 
C. Veterans’ Hospitalization 
D. Tax exemption E. Foreign aid 


[] 10. State accredited schools 
of nursing graduated 40,744 stu- 
dents in 1947. Of this total, male 
nurses numbered about: 


C. 200 
E. 800 


A. 50 B. 100 
D. 400 
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NEW BATTLE LINE 


In the War 


AGAINST DISEASE 


ISTORY KEEPS repeating itself. 

Two centuries ago a persistent 
fellow named Benjamin Franklin 
was pestering the colonial legisla- 
ture in Pennsylvania for money to 
build a hospital in Philadelphia. 
The legislators thought they were 
getting rid of Franklin and another 
of his crazy ideas, at no cost to the 
taxpayer, when they appropriated 
2,000 pounds sterling to build the 
Pennsylvania Hospital and attached 
a condition they were certain never 
would be satisfied. ‘The condition: 
That another 2,000 pounds be 
raised by public subscription. 

The ingenious Franklin prompt- 
ly appealed to the natural instinct 
of everyone—to get as much as pos- 
sible for his money—by offering to 
match every pound given by pri- 
vate philanthropy with a taxpayer’s 
pound. 

History records that the bait 
quickly drew 2,000 pounds from the 
pockets of thrifty Philadelphians. 
The same matching principle is in- 
corporated in the modern Public 
Law 725, commonly known as the 
Hill-Burton Act. 


American Tradition 
Franklin’s voluntary hospital is 
typically American and the finest 
expression of national character 
and altruism. It follows the best 
American tradition by never clos- 
ing its doors to anyone, no matter 


From an address at the banquet in Wash- 
ington, D.C., January 10, where it was an- 
nounced that Paul R. ‘Hawley M.D., on 
April 1 will become chief executive officer 
of the Blue Cross and Blue Shield Com- 
missions. See News Section, Blue Cross, for 
other details. 
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what his race, creed or economic 
status. 

Franklin established a partner- 
ship between government and pri- 
vate philanthropy that has worked 
well through two centuries. But 
government in recent years keeps 
threatening to dissolve the partner- 
ship. This happens despite the fact 
that the Pennsylvania Hospital has 
multiplied into 3,000 hospitals with 
337,000 beds. They were construct- 
ed and are ope rated by churches 
and other nonprofit organizations. 
They represent an investment of 
over two billion dollars. 

These voluntary hospitals are 
now the backbone of the nation’s 
health services. The major threats 
to their continued existence are 
two proposals by the present na- 
tional administration. One asks for 
a huge hospital system for veterans 
as a separate class and the other 
asks for compulsory health insur- 
ance with strong central control in 
Washington. 

The charter of the Pennsylvania 
Hospital broke with the British 
tradition that only charity patients 
be admitted. Class distinctions were 
fast disappearing in the colonies. A 
few years later the Declaration of 
Independence enunciated the prin- 
ciple, for the first time in the basic 
law of any nation, that “all men 
are created free and equal.” 

Violation of this basic American 
tradition is at the root of our difh- 
culties. The Army, Navy, Merchant 
Marine, Indian and Veterans Ad- 
ministration each have separate 
hospital systems. Admissions to 


these hospitals are based on class 
distinctions. Economic status is a 
further limitation on admissions to 
hospitals for veterans. 

It is a sad commentary on the 
way democracy functions at times 
that this could happen in America. 
It is doubly unfortunate because 
of the conditions that exist today. 
Our nation is faced with a shortage 
of doctors, nurses and health serv- 
ices personnel of all kinds. We are 
short of hospital beds. How can we 
afford to compete against each oth- 
er so wastefully? How can we allow 
our ranks to be divided when we 
have so much in common? 


Marks of Failure 


We have failed to do the job in 
two respects: We have failed to 
plan together as we should, and we 
have failed to tell the American 
people the difference between a 
good plan and a bad one. Congress, 
responding to self-interested pres- 
sure groups, has almost thrown the 
health services into confusion as a 
result. We have come closer than 
we realize to having the adminis- 
tration of health services become 
a bureaucratic function. 

The American Hospital Associa- 
tion does not hide its fears that an 
ever-expanding system of govern- 
ment hospitals under strong, cen- 
tralized control eventually could 
engulf our whole hospital system. 
The only result could be mediocre 
care for everyone—the armed serv- 
ices, the veterans, and those inar- 
ticulate people, the ordinary citi- 
zens. 
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The American Hospital Associa- 
tion has taken the lead in doing 
something about it. The impartial 
Commission on Hospital Care de- 
veloped an intelligent plan for a 
survey of our hospital resources and 
needs. The Hospital Survey and 
Construction Act makes funds avail- 
able to the states for surveys. Every 
state now has surveyed the hospi- 
tal needs of all its citizens, not as 
members of the Army, Navy, Mer- 
chant Marine or as veterans or In- 
dians but as citizens. 

Federal funds are now going in- 
to a program to help build hospi- 
tals for the needs of the population 
as a whole and not for separate 
classes of people. 

In a further effort to bring about 
closer working relationships, the 
Association, in recent years, has 
welcomed into its membership the 
hospitals of the Army, the Veterans 
Administration, the Merchant Mar- 
ine and Indian Services. We have 
reason to believe the Navy hospi- 
tals will join us soon. I am proud 
to be president of an organization 
that unites hospitals in working 
toward a common goal. 

A year ago the Association pub- 
lished a special study of govern- 
ment hospital planning in which 
Congress was urged to create an 
agency to ‘determine the hospital 
needs of the country as a whole. 
This agency should use informa- 
tion available from all surveys that 
have been made and should seek 
the advice of recognized medical 
authorities and leaders in the hos- 
pital field, both in the government 
service and in the voluntary field. 


Signs of Progress 


Progress is being made. A Con- 
gressional subcommittee is making 
a study of the overlapping of func- 
tion and duplication of effort by 
Army, Navy and Veterans Admin- 


istration hospitals. ‘This committee , 


should go further and investigate 
the overlapping of function of fed- 
eral hospitals and other hospitals 
It should also recommend federal 
hospital policies of hospitalization 
that will strengthen rather than 
weaken our whole system of hospi- 
tals. 

Secretary of Defense James E. 
Forrestal has wisely selected Paul 
R. Hawley, M.D., to direct an ad- 
ministrative study of the same gen- 
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eral character over the next few 
weeks. At last there is a realization 
of the need for cooperative plan- 
ning. 

In a national emergency, all hos- 
pital services should be coordinated 
into a single working unit. The 
casualties of atomic warfare will 
not be segregated according to class 
distinctions. Civilians, soldiers, sail- 
ors and veterans alike will need 
hospital care. And we will not have 
time to sort them out. We will be 
compelled to work together. 

The time may have arrived when 
the positive approach to this prob- 
lem can be carried a step further. 
In the spring of 1917, just as this 
nation entered the war that was 
supposed to end all wars, I was 
studying in freshman English an 
essay on war. The author suggested 
as a substitute for war the harness- 
ing of the energies of the intelli- 
gent young people of the world in 
a war against disease, mankind’s 
perennial enemy. This suggestion, 
for obvious reasons, made a lasting 
impression on me. 

The battle against disease, which 
causes poverty, early death and dif- 
ficult social problems, goes on re- 
lentlessly. But it is far from won. 
Marshaling all of the nation’s re- 
sources in a better health program 
under democratic leadership would 
go a long way toward preventing 
another war. The magnificent rec- 
ord made by the armed forces in 
both world wars was due in no 
small measure to the contribution 
of the health services. Millions of 
young men and women were found 
unfit for duty, however. That 
should not happen again. Every 
preventable illness or injury weak- 
ens our war potential. It also weak- 
ens our peace potential. 

As medical science continues to 
advance by leaps and bounds and 
health services become more costly 
(but a greater bargain than ever 
from the purely monetary stand- 
point), the average individual finds 
it more difficult to pay the bill. 

Blue Cross offers him the oppor- 
tunity to pool his resources on a 
nonprofit basis for this purpose. In 
a few short years some 30 million 
people in the United States and 
Canada have taken advantage of 
the opportunity and 20,000 more 
sign up every working day. Frank- 
lin would approve of Blue Cross 





as a logical extension of the activi- 
ties of the voluntary hospital. 

The medical service prepayment 
plans, commonly known as Blue 
Shield, have enrolled over seven 
million and the number increases 
rapidly. In a common cause, these 
voluntary movements need to work 
together too. 

The proponents of compulsory 
health insurance insist the job nev- 
er can be done by voluntary meth- 
ods alone. That is true, the same as 
private philanthropy cannot pro- 
vide alone all the hospital service 
the nation needs. Compulsory 
health insurance, as proposed in 
pending legislation, would mean 
the end of the voluntary hospital 
and all it stands for in the Amer- 
ican way of life as surely as night 
follows day. , 

There is no reason why govern- 
ment and voluntary effort cannot 
do the job together. When that ba- 
sic principle is agreed to, men of 
good will can sit down togethe: 
and work out the details. 


The Challenge 


To incurable enthusiasts — such 
as the man Franklin was — the ap- 
pointment of Dr. Hawley as chief 
executive officer of both the Blue 
Cross and Blue Shield Commissions 
is a turning point in the develop- 
ment of health services in these 
United States and Canada. Dr. 
Hawley is a crusader cast in the 
Franklin mold. He has demonstrat- 
ed his stature by his courageous 
handling of a difficult situation in 
the medical division of the Veterans 
Administration. 

He brings with him the friend- 
ship of his colleagues in all the fed- 
eral hospital systems and the re- 
spect of everyone in the health field 
who are aware of his accomplish- 
ments. He brings to the voluntary 
movement a fine experience with 
health problems on a large scale 
as approached from the viewpoint 
of government. 

He will find a vigorous and en- 
ergetic voluntary health movement 
that is doing an effective job. He 
will join in the problem of coor- 
dinating all of our efforts to pro- 
vide the very best in hospital and 
medical care to everybody in this 
great nation, without regard to 
economic status or class distinc- 
tions. 
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Keeping Abreast of a 


GROWING 


PSYCHIATRIC SERVICE 


OUNT ZION Hospirat in San 
M Francisco recently dedicated 
its new psychiatric outpatient 
building. It is the first step in a 
large expansion program for the 
hospital which will continue over 
the coming 18 months. 

More important though, the 
event represents the end of a period 
of transition: The clinic has grown 
from a small guidance clinic for 
children, begun as a demonstration 
project in 1935, to a fully staffed 
outpatient psychiatric clinic that 
now furnishes child guidance and 
adult psychiatry, diagnosis and 
treatment, and training for psychi- 
atrists. 

The child guidance clinic was be- 
gun at the suggestion of leading 
medical and civic leaders of the 
community. The hospital’s pedia- 
trics department set it up with the 
cooperation of the local Federation 
of Jewish Charities, an orphanage, 
other agencies concerned with the 
care of children and the hospital’s 
board of directors. 





THE NEW BUILDING for the Mount Zion Hospital Psychiatric Clinic is located on the spot where the old inadequate building once stood. 
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J. A. KATZIVE, M.D. 


DIRECTOR, MOUNT ZION HOSPITAL, SAN FRANCISCO 


In the four years that followed, 
the need for this service was so well 
demonstrated that a more perma- 
nent fulltime psychiatric service 
was recommended and approved. 

A psychiatrist was appointed di- 
rector of the clinic as a half time 
position. A fulltime child psychia- 
trist, a psychiatric social worker 
and a half time psychologist and a 
secretary were engaged. In addi- 
tion, four members of the attend- 
ing staff were assigned to the clinic 
on a voluntary basis. 


New Problems 


With this organization the bud- 
get was $16,250 for one year. It in- 
cluded $14,760 for salaries and 
$1,490 for overhead. This compares 
to a budget in 1947 that increased 
to. $25,700. The 1947 budget in- 
cluded $17,500 for executive, pro- 
fessional and_ technical salaries, 
$6,000 for clinical and maintenance 





salaries and $2,200 for overhead 
and incidental expenses. 

This staff increase brought about 
a new problem: There was not 
enough room. Across the street 
from the hospital and convenient 
to its outpatient department there 
was a one-story dwelling, however. 
That was made available by a do- 
nation. 

The living room of the house 
became the waiting room of the 
clinic, a dining room the secretary’s 
office. Three bedrooms served as 
offices for the director, the psychi- 
atric social worker and the child 
psychiatrist. The child psychia- 
trist’s office doubled as a playroom 
where the children were observed. 
The kitchen was occupied by stu- 
dents in psychiatric social service 
work. 

By 1944, with the support and 
continuation assured and the de- 
mand for its services increasing, the 
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o 
new permanent building was 


planned. A suggestion to remodel 
the old building was rejected. 


Service Program 

From its inception, the clinic was 
interested primarily in the preven- 
tion and therapeutic aspects of this 
service. It also stressed teaching 
values, enabling students in psychi- 
atry, psychiatric social work and 
related fields to become fully quali- 
fied. 

It was never a large clinic. In a 
sense it was a demonstration proj- 
ect to show where such a clinic 
might be of assistance and to study 
neuroses and conduct disorders in 
children as well as neuroses and 
mental diseases in adults. 

During the first year the number 
of visits necessarily were limited. 
The clinic had to be selective in its 
admissions because at first the so- 
cial, welfare and children’s agencies 
referred many patients for whom 
little could be done because the 
illness was of long standing and 
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the condition too far advanced to 
offer any hope of relief. 


After the referring agencies un- 


derstood the problem, the more 
acutely ill patients that offered 
some hope of success were referred. 

Because many of the psychiatric 
problems of children have their 
origin in their environment and 
reaction to their parents, it was de- 
cided to include psychiatric service 
to adults. The character of the 
clinic gradually changed until the 
number of visits was divided almost 
equally between children and 
adults. 

Patients are admitted to the clin- 
ic by appointment. They are seen 
first by a psychiatric social worker 
who gets the history. Unless the 
case is an emergency, it is first dis- 
cussed at the weekly staff confer- 
ence. At that time the case is re- 
viewed and the patient assigned to 
the staff member best qualified to 
observe and treat him. Both the 
child and the parent—and others, 
if necessary—are assigned to a psy- 


chiatrist or a _ psychiatric social 
worker under a psychiatrist’s supcr- 
vision. 

In addition to these intake con- 
ferences, there are administrative 
conferences, intra-staff conferences 
and conferences with workers from 
other social service agencies. 

The present staff includes a psy- 
chiatrist as a half time director, a 
half time child psychiatrist, two 
residents, two fellows, a fulltime re- 
ceptionist - typist, bookkeeper and 
fulltime porter. In addition, there 
are 15 voluntary members of the 
staff who serve .as.consultants and 
attending physicians. 


Clinic Financing 


For the first nine months of 1947, 
314 patients made 2,614 visits at an 
average cost of $6.57 per visit. With 
the increase in facilities and _per- 
sonnel, we hope to be able to ac- 
commodate more patients so that 
our cost per visit should be appre- 
ciably reduced. 

Two classes of patients are ad- 
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TYPICAL INTERVIEWING room (left) is furnished with modern metal furniture. One of two children's playrooms is shown at the right. 


TWoO-sToRY structure of modern 

functional design now houses 
Mount Zion Hospital’s psychiatric 
clinic. It was constructed and fur- 
nished at a.cost of $60,000. Furni- 
ture and = furnishings represent 
about $7,000 of the total. It was 
completed within go working days. 
Some of the outstanding features 
are described: 

Typical Room: There are 20 rooms 
and offices on the first floor in addi- 
tion to an entrance lobby, waiting 
room, toilet facilities, locker rooms 
and janitor’s facilities. Ten are in- 
terviewing rooms. They are 10'10” 
deep by 8’8” wide by 86” high. 
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Three of the walls in each room 
are finished in a light gray while 
the wall opposite the entrance is a 
butter-yellow. This contrast makes 
up for the absence of a window and 
makes the room appear larger. The 
door is coral red. 

The upper 18 inches of the walls 
between the interviewing rooms 
are double-walled glass with an air 
space between to assure sound- 
proofing. The glass permits better 
illumination and avoids a sense of 
claustrophobia. The floor is a dark 
green asphalt tile; the ceiling is 
white acoustic tile. 

The entire room is so constructed 





as to render it as sound proof as 
conditions would permit without 
going to extreme precautions. But- 
ton board plaster was used with air 
space between the plaster board. 

Each room is illuminated by a 
fluorescent light fixture. Each has 
its own telephone connected 
through the switchboard with the 
hospital proper and for outside 
business calls. 

A thermostat is provided in each 
of the interviewing rooms to con- 
trol the temperature of the room. 

Rooms are furnished with mod- 
ern metal furniture finished in 
neutra-tone gray. A 30x45 inch 
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mitted to the psychiatric clinic. 
‘This arrangement was made_be- 
cause there are those who, because 
of their economic status are in- 
cligible for care in the general out- 
patient department and yet are un- 
able to afford costly long-term pri- 
vate psychiatric care. These are 
eligible for psychiatric care only. 
Patients in the other group are 
those referred through the outpa- 
tient department. They are eligible 
for all general clinic services. 

Outpatient department patients 
pay anywhere from nothing to $2 
per clinic visit. Patients eligible for 
psychiatric care only pay fees from 
$2 to $5 per visit. Very few of these 
are able to pay much more than 
the $2 minimum. As evidence, in 
1947 only about $7,500 was received 
from approximately 2,500 visits. 

Part of the deficits are taken care 
of by Community Chest funds. By 
1944 the clinic had proved its 
value and was permitted to partici- 
pate in the fund as a unit of Mount 
Zion Hospital. 
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Current trends indicate that the 
demands for psychiatric care will 
continue to increase. We hope that 
our new facilities will be adequate 
for at least 10 years. The building 
has been planned so that the sec- 
ond floor can be enlarged. Only the 
front 20 feet have been utilized. 

The Outlook 

These are just a few of the indi- 
cations of what is ahead: 

The number of interviews by the 
staff has more than doubled those 
of previous years. The current 
trend indicates that the demand 
for psychiatric care will continue 
to increase. Increased interest has 
been shown also in a constant de- 
mand for staff member lectures be- 
fore interested agencies and civic 
groups. 

The University of California has 
arranged for afhliation with the 
clinic for its students in psychiatric 
social service work. In addition, ar- 
rangements have been made with 
the Veterans Administration to 
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train its residents on a part time 
basis. Through the clinic’s ap- 
proved resident training program, 
many young physicians training 
elsewhere have been given further 
opportunity to qualify themselves 
through outpatient training. 

During the war the staff of the 
psychiatric clinic also established a 
Veterans Rehabilitation Clinic 
which made valuable contribution 
in the management of the psychia- 
tric problem presented by return- 
ing veterans. It also assisted in the 
care of servicemen stationed here 
who were not ready for discharge. 

Future planning for the hospital 
calls for a unit of at least 10 beds 
for inpatient psychiatric care. ‘This 
will be coordinated with the work 
of the outpatient psychiatric clinic. 
A hospital for the chronic sick 
across the street from the main hos- 
pital will be part of the medical 
center. The psychiatric problems 
of the chronically ill will be the 
responsibility of the psychiatric de- 
partment also. 


THE LOBBY (left) is separated by the counter from the general office (right). The telephone switchboard is located in the office. 


desk, swivel chair without arms, 
arm chair for patients and a studio 
couch in six of the rooms are in- 
cluded. Each interviewing room has 
a bookcase over each desk. This is 
mounted to the wall. The exterior 
of the bookcase is painted the same 
shade as the wall but the interior 
matches the red door. ‘ 
Conference Room: The combina- 
tion library and conference room 
is placed across the entire back of 
the building. This room accommo- 
dates at least go individuals during 
a conference when portable folding 
chairs are set up. There are book- 
cases on the east and west walls. 
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A small pullman kitchen is also 
provided for the preparation and 
serving of light refreshments in 
connection with conferences or 
meetings. 

Playrooms: The two children’s 
playrooms on the second floor are 
unique because the psychiatrist, 
without being observed, can hear 
and see the child at play. This is 
accomplished by means of a one- 
way mirror set in the wall and 
a concealed microphone in the 
ceiling. The observer in the office 
between the two playrooms can lis- 
ten to the children through the 
speaker on his desk and observe 


them through the mirror-window. 

The playrooms have the same 
general color scheme except the 
lower third of the wall is painted 
a darker shade of gray for main- 
tenance reasons. 

Each playroom is furnished with 
a child’s table for toys and another 
table covered with a washable ma- 
terial for clay work. When not in 
use, the toys are kept in small boxes 
in a closet. 

General Office: ‘This office, sepa- 
rated by the counter from the lob- 
by, accommodates three 30x45 inch 
desks, a switchboard and seven 
four-drawer metal files. 
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Care for the Chronically Ill 








VARIABLES IN PLANNING 
LONG-TERM CARE 


W the OVER 1,500,000 people in 


the United States require 
long-term care because of chronic 
illness. They are in addition to the 
very large number who require care 
because of orthopedic impairments 
and other physical handicaps such 
as blindness and deafness. 

Until very recently though, those 
patients in need of long-term care 
were treated with indifference, cast 
aside, neglected. This not only was 
the policy of hospitals and physi- 
cians but carried through our pub- 
lic health and welfare activities 
and showed in the public attitude. 

Prevention and control of chron- 
ic diseases and the rehabilitation of 
patients disabled by them were neg- 
lected as seriously as was the provi- 
sion of humane care for those 
patients for whom prevention, con- 
trol and rehabilitation were no 
longer possible. 

Recently though, there have been 
signs that we are emerging rapidly 
from this social backwardness. We 
are not yet quite sure what to do 
with the long-term patient, but at 
least we have faced the fact that 
he is our real and lawful responsi- 
bility. Now we ask this question: 
What shall we do with him, and 
how shall we do it? 





From an address given at the American 
Hospital Association convention in St. 
Louis, September 22-25, 1947. 


EDNA NICHOLSON, M.S. (P.H.) 
DIRECTOR, CENTRAL SERVICE FOR THE 
CHRONICALLY ILL 
INSTITUTE OF MEDICINE OF CHICAGO 


One of the most difficult aspects 
of chronic illness is that the prob- 
lem is not clear cut, with well de- 
fined limitations. It involves large 
numbers of people with all the 
human quirks possible in any other 
large group. These variations show 
not only in the age, personality and 
economic status of the patients but 
in the nature and degree of their 
disabilities and the kind and 
amount of care that they may re- 
quire. 

Because of patient variations, 
a wide variety of facilities and serv- 
ices and a great flexibility in their 
organization and use is needed if 
the community is to provide ade- 
quately for all patients. 

No one of these facilities and 
services can be developed independ- 
ently. The number of beds needed 
in hospitals and nursing homes is 
affected inevitably by the adequacy 
of visiting nurse care and other 
community services that help fam- 
ilies to care for patients in their 
own homes. The quality of profes- 
sional services available will be in- 
fluenced by facilities for research 
and professional education. Finan- 
cial provisions will affect all of the 
services. 








numbers and the shortage of facilities where they can receive 

*the proper care. Logical planning considers not only the 

amount and type of care needed but also where that care can be 
given. These are the factors upon which plans should be based. 


T The Problems: The chronically ill are a problem because of their 
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It is vital, therefore, that there be 
coordinated planning in the com- 
munity, that prevention and con- 
trol of chronic diseases, rehabilita- 
tion and long-term care of advanced 
patients be integrated into a com- 
prehensive program. 

Provisions for long-term care 
must include community services 
that will help families care for pa- 
tients in their own homes in addi- 
tion to care in hospitals and nurs- 
ing homes. From one-half to two- 
thirds of all patients needing long- 
term care can, and prefer to remain 
in their own homes. The remaind- 
er, though, either do not have 
homes and families to care for 
them, or satisfactory arrangements 
cannot be made for home care. This 
is the group for whom present facil- 
ities for care are so strikingly inade- 
quate. 

These patients show some dis- 
tinct differences from the entire 
group, the most noticeable of which 
is in the age distribution. The abil- 
ity of families to care for the pa- 
tient at home decreases steadily as 
the age of the patient increases. 
Though less than one-third of all 
invalids are in the old-age group, 
two-thirds of those needing care 
outside their own homes are elder- 
ly, with only one-third less than 65 
years of age. 

There are equally striking dif- 
ferences in the sex distribution. 
Though chronic illness tends to 
strike men and women equally, 
women outnumber men in_ the 
higher age groups of the population 
where the incidence of chronic ill- 
ness is highest. Also, the chances of 
caring for the patient in the home 
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may be somewhat less for women 
than for men. It is usually more 
likely that a wife can care for a 
husband who has become an in- 
valid than the reverse. 

There also appear to be some 
differences in the diagnostic distri- 
bution, differences that may be 
linked to the age differences of 
patients. There are, of course, 
marked differences in the kind and 
amount of care the patient needs. 
Patients who can remain at home 
through the early stages of illness 
will seek care in hospitals and nurs- 
ing homes when their condition 
grows worse and nursing care is 
needed. Families able to carry the 
burden of minimum care for a 
patient may find it impossible to 
continue caring for him as his con- 
dition grows worse. 


Patient Types 


With these facts in mind, we may 
summarize the characteristics of pa- 
tients needing long-term care in 
hospitals, nursing homes and simi- 
lar institutions. 

1. A high proportion of these 

patients are elderly people. Less 
than one-third of them are under 
65 years of age. But we should not 
allow this fact to confuse our think- 
ing about the part which hospitals 
should play in providing care. 
These patients are sick people, and 
the fact that many of them also hap- 
pen to be in the upper age levels 
is incidental. Their need for care 
arises from their illness, not their 
age. Only about 6 per cent of all 
aged people in the United States 
are invalids. The remainder do not 
need nor want nursing care in hos- 
pitals and nursing homes. 
_ Sometimes expressed is the fear 
that if a hospital opens a unit for 
long-term care it will become a 
boarding house for the aged. I see 
no reason why this should be true. 
A well operated hospital does not 
become a boarding house for chil- 
dren merely because it admits child 
patients, nor does it turn into a 
hotel for young adults who cannot 
find living accommodations. Given 
reasonable adequate admission and 
discharge services the hospital can 
easily limit its services to those el- 
derly patients who are ill and in 
real need of care. 


2. Women far outnumber men 
among these patients. A recent 


FEBRUARY 1948, VOL. 22 








Diagnosis 


Other scattered diagnoses 





DIAGNOSTIC DISTRIBUTION 


of Chronic Illnesses 


Arteriosclerosis and hypertension, including cerebral hemorrhage 


and resulting paralysis pilicindes 2 
"Senility"’ and "mild mental confusion’’.......... hevhiatlnccsicesishindyi ee 
Orthopedic impairment, blindness, and deafness 12 
mam aE SU Pie nn sn sss ese sneeesteerenierenis 10 
Cancer Sete se nsnaninies ih taclnecoinapatbaclnnpinsdbeith wie diah eset alae 9 
Diseases of the nervous system, including Parkinson's disease, mul- 

tiple sclerosis and cerebral palsy. 7 
Rheumatism and arthritis... 2 2 eee c cece ee eee eee eee 6 

17 





Per Cent 








analysis of patients seeking long- 
term care in hospitals and nursing 
homes showed that about 65 per 
cent of them were women. 

3. Experiences of various com- 
munities show a wide variety of 
disabilities. The more common 
diagnoses (see table) are arterio- 
sclerosis and hypertension, senility 
and mild mental confusion, diseases 
of the heart, and cancer. 

4. A little less than one-third of 
all the patients needing long-term 
care in community facilities are 
able to be up and about. They are 
mentally clear and require little 
more than a place to live and com- 
petent people to be on call in case 
of need. About 14 per cent are 
ambulatory but are senile to the 
extent that they need more or less 
constant watching and supervision. 
About one-fourth of the patients 
are semi-ambulant. They can be 
up part of the time but need help 
and some degree of nursing care. 
About 16 per cent are bedridden, 
but are able to speak and to feed 
themselves. The remaining 10 to 
14 per cent are so seriously disabled 
that they cannot feed themselves, or 
control their elimination, or both. 

Thus a little more than half of 
all these patients need some degree 
of skilled nursing care. The remain- 
ing 40 to 45 per cent need only 
competent persons to supervise and 
care for them, not daily nursing 
care. Most in the latter group prob- 
ably belong in institutional homes 
or nursing and boarding homes as 
distinguished from hospitals. Some 
though, need medical attention and 
treatment which can be supplied 
best in hospitals. It is not workable, 
therefore, to attempt to distinguish 


sharply between the need for hos- 
pital care and care in an institu- 
tional home on the basis of whether 
the patient is ambulant or bedrid- 
den. 

Institution Types 


These patients now are scattered 
through a variety of institutions in 
the following approximate propor- 
tions: 

General Hospitals: In spite of 
rigid policies and active efforts to 
the contrary, there is probably not 
a general hospital of significant 
size in the country that does not 
have some patients receiving long- 
continued care. Spot surveys in 
widely scattered communities have 
shown consistently that from 10 to 
25 per cent of the total bed capacity 
in general hospitals actually is be- 
ing used for long-term care. A sur- 
vey just completed in my commu- 
nity showed nearly 3 per cent of 
the total beds in our general hos- 
pitals to be occupied by terminal 
cancer patients alone. 

It is noteworthy that among hos- 
pitals that have definite policies 
against admitting or keeping ter- 
minal cancer patients, the number 
of beds actually being used for that 
purpose was just about the same 
as in those hospitals which admit- 
tedly offer such care. 

Nursing Homes: It may be esti- 
mated roughly that about one-third 
of all invalids needing care outside 
their own homes are in privately 
operated nursing or boarding 


homes. Many of these homes are 
very small, with only three or four 
patients. The majority have 20 to 
30 beds; others have as many as 75 
to 100 beds. Some of these homes 
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offer excellent care; many of them 

are doing all that can possibly be 

expected in view of inadequate 

financing and other practical lim- 

itations. A few are tragically inade- 
quate with little possibility of im- 
provement. 

Homes for the Chronically Ill: Al- 
most all large communities have at 
least one “home for incurables.” 
One of the oldest such community 
philanthropic institutions is in Chi- 
cago. It dates back nearly 75 years 
but it is still the only institution of 
its kind in the city. It offers excel- 
lent care, yet is able to admit less 
than 2 per cent of all the invalids 
needing such care. 

Homes for the Aged: Tradition- 
ally, homes for the aged admit only 
aged people in good health. These 
homes, though, take responsibility 
for continuing care through the 
remainder of the individual’s life, 
including care through illness and 
disability which may occur after 
his admission to the home. It has 
been variously estimated that at 
any given time one-third to one-half 
of all persons living in homes for 
the aged are suffering from chronic 
illness. At present, though, these 
facilities supply only a small pro- 
portion of all the beds needed for 
long-term care. 

County Homes: For many years 
the “poor house” was the only ref- 
uge for chronically sick people un- 
able to pay for care elsewhere. ‘To 
a considerable extent, it still is. 
There are many places where pub- 
lic officials are making honest efforts 
to improve the county homes or to 
convert them into institutions bet- 
ter equipped for the care of the 
sick. Most of these efforts have 
brought improvements in physical 
facilities, but they are still weak 
from the point of view of medical 
attention and nursing service. 

Adding together all of the beds 
available in general hospitals, nurs- 
ing homes, homes for “‘incurables” 
and the aged, the county “poor 
houses”, there are few communities 
that furnish more than one-half to 
two-thirds of the number of beds 
needed. Many patients needing care 
are now scattered through boarding 
houses, hotels, rooming houses and 
other places not equipped and not 
intending to offer care for the sick. 

Usual estimates on the number 
of beds needed in a community for 
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long-term care of chronically ill 
patients range from two to five beds 
per 1,000 population. If the ambu- 
lant as well as patients needing 
nursing care are included, the num- 
ber of beds needed will be close to 
the higher figure. For only those 
patients needing hospital or nurs- 
ing care, the number of beds need- 
ed will be about three per 1,000 
population in the average commu- 
nity. 

This means that if a community 
plans on three beds per 1,000 popu- 
lation to be established for long- 
term care in connection with hos- 
pitals, this number should be 
supplemented with approximately 
two more beds per 1,000 population 
to be operated in nursing homes, 
homes for the aged and similar 
institutional facilities. 

One of the most difficult ques- 
tions in planning a unit for long- 
term care is the quality and amount 
of nursing service required. Of 
course there are wide variations, 
depending upon the type of pa- 
tients receiving care. For practical 
purposes, however, it is unusual for 
large numbers of ambulant patients 
to be cared for in hospital units. 


Patient Proportion 


Probably the hospital units should 
care predominantly for patients 
who need nursing service. If this is 
true, the hospital probably will find 
that among its long-term patients, 
roughly 45 per cent will be in the 
semi-ambulant or “chair-ridden” 
group, 30 per cent will be bedrid- 
den but continent and able to feed 
themselves, and 25, per cent will be 
so helpless that they must be fed, 
or are incontinent, or both. 

The safest estimate is that the 
nursing time required in a well 
operated hospital unit for long- 
term patients will exceed three 
hours per patient per 24-hour 
period. Much of the service can be 
performed by well supervised prac- 
tical nurses. 

Besides an adequate nursing 
service there also should be good 
medical attention, a carefully man- 
aged dietary department, well 
equipped and well staffed units for 
physical and occupational therapy, 
an adequate pharmacy, social serv- 
ice, and adequate facilities, staff 
and equipment for recreational ac- 
tivities. 


Care 


HOW A 
FOR 


T. Louts County of Minnesota, 

like other areas of intense in- 
dustrial activity, has public welfare 
problems which are very sensitive 
to the degree of prosperity. For 
many years the county welfare 
board has been enjoying an ex- 
tended respite from numerous 
problems that come with unem- 
ployment, yet one problem—that 
of providing care for the chronical- 
ly ill—has been increasing ever 
since 1943. 

For many years the board oper- 
ated three institutions within the 
county for the care of the single, 
unattached individual, or for the 
person who had been suffering 
from chronic illness. ‘Those facili- 
ties for the chronically ill were ad- 
mittedly makeshift. They had 
arisen from the immediate needs 
of several institutions that needed 
a sick ward for patients requiring 
bedside nursing care but not the 
nursing facilities of an acute gen- 
eral hospital. 

Welfare offices throughout the 
county were getting almost daily 
requests for facilities for the 
chronically ill and the convales- 
cent. Sons, daughters, mothers and 
fathers of the afflicted would come 
to the offices looking, almost in des- 
peration, for a place to care ade- 
quately for relatives now living in 
their homes. 

Oftentimes it was some elderly 
person living alone in a remote 
part of the county who needed the 
bed space. In other instances the 
presence of the sick in a home with 
younger children had a bad influ- 
ence on the family life, tending to 
create strains and tensions which 
took their toll in the normal rela- 
tionships of family members. 

Husbands would come to the 
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office and say their wives were at 
the point of distraction trying to 
care for some elderly person who 
required fulltime bedside nursing 
attention. 

Our answers to these queries 
were always the same—that our fa- 
cilities were. overcrowded and that 
we would keep them on the wait- 
ing list until there was an opening. 

This situation, along with the 
explanation for it, was brought to 
the attention of the county welfare 
board. This board acted promptly 
to the request that a survey be 
made to determine a course of ac- 
tion that might relieve the situa- 
tion. This survey thoroughly cov- 
ered existing facilities for the care 
of the chronically ill and deter- 
mined the county’s future needs for 
this type of patient. 

Several assumptions had to be 
made to give the study a reasonable 
basis. One was that the planning 
would include not only the needs 
of patients who were public charg- 
es but those able to pay for care in 
full or in part from their personal 
funds. 

The number of beds available 
for the chronically ill was a ques- 
tion of fact and could be deter- 
mined quite easily. However, the 
number of patients who were po- 
tential patients for an infirmary 
was a figure which had to be esti- 
mated on the basis of the best avail- 
able information. 

Results of this survey showed 
there were only 39 beds available 
in private rest homes throughout 
the county. Hospital administra- 
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tors agreed that they were constant- 
ly under pressure to remove chroni- 
cally ill patients from their institu- 
tions so as to make space for pa- 
tients needing acute general hospi- 
tal care. 

It was known that many desired 
admission to an infirmary if it were 
available, but the exact number 
had to be estimated. It was found 
further that existing facilities op- 
erated by the county were grossly 
inadequate, and the buildings 
would not lend themselves to eco- 
nomical remodeling or modifica- 
tion to fill the demand for beds. 

A study of population trends and 
predictions made by qualified ac- 
tuarial authorities showed that the 
county could anticipate a substan- 
tial increase in the proportion of 
the aged and probably a concomi- 
tant increase in the chronically ill. 

No Help 

There seemed to be little pros- 
pect that private, acute general hos- 
pitals would consider any expan- 
sion to provide for the chronically 
ill. Rather, they planned only to 
expand their acute general hospi- 
tal facilities, and capital expendi- 
tures would have to be in that di- 
rection. 

With these facts in mind, it was 
estimated that 425 beds, or two 
beds per 1,000 population, would 
be needed to meet present needs 
and provide for future require- 


ments. Coincidently, it happened 
that some time later the U. S. Pub- 
lic Health Service established two 
beds per 1,000 population as its 
standard. 

Location of these new facilities 
was a problem. There are two 
centers of population in St. Louis 
County, one in the Iron Range 
area and the other in the city of 
Duluth: Studies and estimates in- 
dicated there was a smaller number 
of potential chronic illness patients 
in the range area than in the Dul- 
uth area, and there seemed to be 
no other basis for this than the 
disproportion of existing bed facili- 
ties. Duluth had more beds, so pa- 
tients tended to concentrate there. 
Thus it was recommended that, of 
the 425 beds required, goo should 
be in that city. 

Results of these studies were giv- 
en to the county welfare board, and 
after some study it decided to call 
a committee of taxpayers to’ en- 
lighten it about the seriousness of 
the problem. The board also want- 
ed this committee to consider the 
possibility that one or more of the 
larger industries might be willing 
to absorb the cost of constructing 
the necessary buildings. 

The committee considered these 
proposals and returned later to pre- 
sent its recommendations. ‘The 
committee members felt the cost of 
construction ought to be spread 
among all the taxpayers of the 
county, and if such facilities were 
to be constructed, it should be done 
with county funds and then leased 
to some nonprofit, private corpora- 
tion for operation. 

The county welfare board fa- 
vored these recommendations for a 
number of reasons. First and out- 
standing was the fact that any in- 
stitution constructed and operated 
by the county would bear the onus 
of charity and might create the ~ 
same unfavorable reaction as does 
a poor farm or an almshouse. And 
there was also the consideration of 
securing substantial financial aid 








Planning: When any county or community’ sets out to provide 

the care for the chronically ill, there are many details to iron 

® out. This is an account of how many of these problems were 

ment in one county. Details may vary but many of the ideas used in 
St. Louis County, Minnesota, may apply equally elsewhere. 
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through the medium of govern- 
ment old age assistance for patients 
who were in these infirmaries. 


It was known that government 
old age assistance funds could not 
be paid to an inmate of a public 
institution but that such assistance 
was available to a patient in a 
private institution, provided that 
the patient was otherwise eligible. 
An investigation into the budget- 
ary aspects of this situation showed 
that by putting. the institution into 
the private category the county 
would save from $125,000 to $150,- 
ooo annually. 


Taxpayer Help 

The thinking of the taxpayers’ 
committee was an invaluable aid to 
the county welfare board in consid- 
ering the many problems that go 
with providing the necessary facili- 
ties. The result of this relationship 
was the infirmary committee which 
had representatives from the tax- 
payers’ committee, the county wel- 
fare board and the board of county 
commissioners. Also included were 
members of the county medical so- 





ciety and hospital administrators. 
This group acted as a sort of policy 
committee that referred recommen- 
dations to the county welfare board 
for formal action. 

Having determined the general 
location, the infirmary committee 
was faced with the problem of sites. 
It had to consider the desirability 
of locating near an existing acute 
general hospital and at the same 
time finding pleasant surroundings. 

In the city of Virginia, located 
near the center of Iron Range ac- 
tivity, a site adjacent to the Vir- 
ginia Municipal Hospital was of- 
fered free to the county by the city. 
It was a good site, and since the 
location was central, the board de- 
cided to accept the offer. 

But in Duluth the problem was 
somewhat different. It had three 
acute general hospitals, one of them 
the smaller type with a bed capaci- 
ty of only 80. The others had about 
300 beds each with regularly oper- 
ating nursing schools and all the 
facilities attendant to an acute gen- 
eral hospital. 

At first the board thought of 
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building a 300-bed facility adjacen: 
to the smaller hospital, but the 
limited facilities of that institution 
seemed to be a handicap. Then one 
of the welfare board members sug 
gested the possibility of building 
two infirmaries of 150 beds each, 
attaching one to each of the two 
large hospitals. 

It was undesirable to attach one 
large 300-bed building to eithe 
one of them because it would put 
the proportion of chronic illness 
beds badly out of line. 

An investigation into the legal! 
limitations placed upon the county 
for building such a facility and sub- 
sequently leasing it to one of the 
private hospitals showed there was 
no law in the books under which 
such a procedure could be followed, 
having in mind the full intentions 
of the welfare board. 


This problem was presented to 
the legislators from this area, and 
by their efforts a law was passed by 
the state legislature at its regular 
1947 session authorizing the county 
to proceed as outlined. 

Plans now have been made to 
build the two infirmaries, 150 beds 
each, attached to the two larger 
Duluth general hospitals. All the 
predictable factors: in such an ar- 
rangement have been discussed and 
all facts presented to the boards of 
the two hospitals. ‘The boards have 
tentatively agreed that, if the coun- 
ty decides to proceed in this man- 
ner, the hospitals will be willing to 
undertake complete control and 
management of the infirmaries. 


Nongovernment 


Construction of these facilities 
offers much to the citizens of Dul- 
uth. Under the direct management 
and control of a nonprofit hospital 
association it is not necessary for 
government to enter into what 
amounts to proprietary function. 
Patients entering the infirmary 
cannot be identified as _ public 
charges any more than can patients 
entering any private hospital. If a 
patient is otherwise eligible for old 
age assistance, then he can still get 
it to pay for his care. 

By attaching these buildings to 
the general hospital, a wealth of 
medical experience and training is 
made available for proper manage- 
ment and control. There is the 
nurses’ training program, services 
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of a regular staff of x-ray and lab- 
oratory technicians, and access to 
the food service and laundry of the 
mother institution.. The latter 
makes it unnecessary to provide 
these facilities in the new building, 
thus substantially reducing the 
capital outlay of construction. 
There are the benefits of a com- 
mon administration, requiring less 
key supervisory personnel. And 
there is the possibility of improved 
standards of care, because the pa- 
tient may be transferred quickly 
from the infirmary to the hospital 
when his disease becomes acute. 
Not to be overlooked are the 
great advantages of the teaching 
facilities available and the possibil- 
ity of thus arousing more interest 





in the geriatrics field. These possi- 
bilities mean better care for the 
patient and progress in the treat- 
ment of chronic illness. 

Being located adjacent to an ac- 
tive medical center is a natural 
stimulus to better care and prog- 
ress in treatment of the chronically 
ill. 

No Stigma 


We believe that, despite extra 
site expense, these two buildings 
will cost no more and perhaps a 
little less than one building with a 
kitchen, laundry, laboratory and 
x-ray facilities. 

One of the 300-bed hospitals in- 
volved recently completed a fund 
drive to build a 141-bed addition 


to its acute general hospital facili- 
ties. Since both this addition and 
the infirmary are still in the plan 
stage, there is an excellent oppor- 
tunity for a well coordinated hos- 
pital plan to make the infirmary 
an integral part of the hospital. 

Community participation in St. 
Louis County planning through 
the medium of the taxpayers’ com- 
mittee has been an invaluable aid 
in securing public understanding 
of the need. We might have begun 
by immediately constructing addi- 
tional facilities for only the poor 
adjacent to our existing county in- 
stitutions, but we are convinced 
that the current arrangement will 
be of far greater service to the citi- 
zens of this community. 








Care for the Chronically Ill 








SOME LESSONS LEARNED 
IN 14 YEARS 


f gr SPRINGFIELD (Mass.) Hospi- 
tal in 1934 embarked on a new 
venture, that of giving chronic care 
in a general hospital. Fourteen 
years of continuous operation have 
demonstrated that patients receive 
a better quality of treatment when 
general hospital facilities are at 
hand than in an institution de- 
voted solely to chronic care. 
Through this span we have been 
impressed by the increasing num- 
ber of these patients and the pro- 
portionately increasing difficulty 
they have securing adequate care. 





From a paper presented at the American 
Hospital Association Convention, St. Louis, 
September 22-25. 


EUGENE WALKER, M.D., F.A.C.H.A. 


SUPERINTENDENT, SPRINGFIELD (MASS.) HOSPITAL 


Obviously, all aged invalids cannot 
and should not be hospitalized, but 
there still remains a group needing 
careful medical attention if the re- 
maining years of their lives are to 
be made comfortable. 

Personnel in the ordinary nurs- 
ing home cannot be expected to 
regulate insulin dosage, administer 
digitalis, regulate the dosage of 
narcotics in cases of incurable can- 
cer, select the proper sedatives and 
handle other situations that may 
at any time become acute or require 
surgery. 








Care in a General Hospital: The Springfield (Mass.) Hospital 

has been caring for the chronically ill for 14 years. During 

*that time it has solved many of the special problems that 

are involved. This is a report of those problems and how they were 
met and testimony to the need of general hospital care. 








FEBRUARY 1948, VOL. 22 


Springfield Hospital always has 
tried to give something more than 
custodial care to patients with 
chronic ailments, but with no pre- 
cedent to follow many of the poli- 
cies for our ward had to be devel- 
oped through trial and error. 

We called our ward Wright III 
so that it would not have the cus- 
todial label. At first the patient 
load was to be the medical respon- 
sibility of the visiting physicians, 
surgeons and specialists in the 
acute wards. 

This arrangement was not en- 
tirely satisfactory. It soon was 
found that patients on the medical 


, service were visited regularly, those 


on the surgical service fairly regu- 
larly, but those on the special serv- 
ices, of whom there were very few, 
were lost sight of. So it was de- 
cided to put the intern assigned to 
the ward in charge for the period 
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of his stay. Interns were assigned to 
Wright III on a two months’ rotat- 
ing basis. 

The intern makes rounds and 
calls into consultation the head of 
any service whose advice is needed. 
Thus the best medical care the hos- 
pital can offer is made available. 
The system has worked well. The 
intern takes a special interest in 
his own patients, consultations are 
frequent, and advice and treatment 
are promptly given. 

A reminder file is kept so that 
the intern will know each month 
those patients who complete a year 
of occupancy. These patients then 
receive their annual physical re- 
examination, thus preventing those 
with few complaints staying indefi- 
nitely without re-evaluation of 
their conditions and needs. 

Wright III has provided excel- 
lent teaching facilities to interns 
and student nurses. As valuable as 
this is for doctors entering private 
practice, few ever get it in their 
internship. Each of our interns, up- 
on completing his service in the 
ward, writes a report to the super- 
intendent on the progress of his 
treatments. He also is encouraged 
to present interesting cases to the 
medical staff at its monthly meet- 
ings. 

Another stimulus for better pa- 
tient care is the complete ward 
round made at least once a month 
by the superintendent. Along with 
the intern, supervising nurse and 
a social worker, the superintendent 
has a brief visit with each patient. 
The intern reports on the patient’s 
physical care, the nurse on his nurs- 
ing care and morale, and the social 
worker on his background and cur- 
rent social needs. If it seems pos- 
sible, the patient’s discharge is dis- 
cussed with attention given to 
whether the amount of care re- 
quired can be secured at home. 

This monthly round was planned 
in advance and was in addition to 
my almost daily visits to the ward 
at various hours. 

The practice has been to have 


the graduate supervising nurse as-. 
signed to the ward indefinitely. . 


There may be advantages in hav- 
ing them changed once a year, but 
we cannot say from experience. 
Over the years we have worked 
out several policies on the types 
of patients that could be cared for 
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in the ward. Alcoholics are not ad- 
mitted. When a patient needs sur- 
gery, it has been found desirable to 
transfer him, except for very minor 
procedures, to the acute wards. Un- 
less his return is expected within 
a few days, his bed is not held for 
him. After passing from the acute 
phase, the patient again is referred 
to the department of public wel- 
fare for chronic care. 

Care for patients with a senile 
psychosis is a dificult problem. Nat- 
urally, hospitals for mental dis- 
eases do not want their beds filled 
with this type of patient. Our hos- 
pital cares for them if they do not 
become so noisy as to disturb oth- 
ers. This is distinctly understood 
by his family and by the depart- 
ment of public welfare before the 
patient is admitted. 

Visiting privileges in Wright III 
have been made elastic. Elderly pa- 
tients have relatively few visitors 
because most of their contempor- 
aries have died or are too infirm to 
visit and because outsiders lose in- 
terest in patients hospitalized for 
long periods. Frequently relatives 
and elderly friends can visit only 
when transportation can be ar- 
ranged rather than during the reg- 
ular visiting hours. 

Holiday Breaks 

Patients are allowed occasional 
visits outside the hospital when 
the doctor thinks their physical 
condition will not suffer and when 
the department of public welfare 
approves. Holiday visits, the most 
frequent, give a big boost to pa- 
tient morale. 

One man who has been bedrid- 
den in our ward for years looks 
forward to an annual automobile 
ride with friends, usually in the 





Monthly Check 


The Robert Breck Brigham Hospi- 


tal, Boston, Mass., has what the 
author calls ''an excellent ruling’ re- 
garding the length of stay of its 
chronic patients. 

The patient's condition is evaluated 
at the end of each month's stay, and 
he may remain a patient only as long 
as he continues to improve. If his 
condition remains static, recommen- 
dation for discharge is made. 

In this way, more beds are made 
available for those who will respond 
to treatment. - 











fall when the foliage is turned. 

is the highlight of this patien:’ 
year and. a topic of conversati: 
for weeks in anticipation a; 
months in retrospect. 

A periodic check on the accur- 
acy of the names and addresses « 
persons given for notification is 
necessary when patients are in tiie 
hospital for long periods. The fain- 
ilies rarely remember to make thie 
changes, so this procedure saves a 
lot of time and effort when emerg- 
encies occur. 


Equal Standing 


Frequently the hospital adminis- 
tration does not know whether the 
patient admitted is a public charge 
or whether he is paying his own 
way, wholly or in part. ‘The board 
of public welfare agreed to pay the 
hospital $12 a week for the care 
of each patient, the hospital to 
have no responsibility in selecting 
the patient or in making the finan- 
cial agreement with the patient or 
his family. 

It was felt that we could charge 
a weekly rate of $5.50 less than the 
acute ward rate because the turn- 
over is naturally lower. It was 
agreed that when x-rays, physio- 
therapy and other unusual items 
were needed, a special request for 
this additional expense would be 
made to the department of public 
welfare. But extras had to be kept 
to a minimum, since reimburse- 
ment is asked for nothing that 
could be construed as being for 
education or research. This formu- 
la has worked out most satisfactor- 
ily. 

Wright III increased the income 
of Springfield Hospital to such an 
extent that it enabled it, up until 
the time of the war, to lowe? its 
daily per capita cost. It increased 
the bed capacity from 178 to 265 
while decreasing, over a 10- year 
period, the per capita cost by al- 
most a dollar a day. This was be- 
cause the increase in bed capacity 
did not entail the employment of 
additional personnel in many of 
the departments. Only one or two 
more people were needed in the 
kitchen, and no more were needed 
in the business office, x-ray depart- 
ment, laboratory and_ telephone 
switchboard. The nursing care pro- 
vided was not as expensive as that 
needed for the rest of the hospital. 
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The big advantage of having 
chronic diseases cared for in a gen- 
eral hospital is that acute wards 
are available for prompt treatment 
of emergencies. Also, doctors are 
more likely to be alert to acute 
symptoms than when the institu- 
tion is solely for the care of chron- 
ic diseases. 

Beginning October 1, 1947, the 
department of public welfare 
agreed to increase the rate from 
$12 to $21 a week. 

Complaints must be investigated 
carefully rather than be attributed 
to the patient’s general ill health. 
It is thus important that every pa- 
tient have, on admission, as care- 
ful a history, physical examina- 
tion and laboratory work as may be 
necessary to make an accurate di- 
agnosis in an acute ward. 

This need was clearly shown by 
the case of a 67-year old Austrian 
sent in for chronic care following 
a cerebral accident. Further study 
showed him to have an intracran- 
ial neoplasm. He was then moved 
to the acute ward for surgery. 

Every Pathology 

Our patient classification by di- 
agnosis included almost every one 
in the nomenclature. So it was de- 
cided to list only that pathology 
which was responsible for his ad- 
mission to Wright III. For ex- 
ample, a patient might have a se- 
vere arthritic condition for years 
but. be admitted to the ward with 
a fractured femur that would be 
delayed in uniting because of his 
general condition. 

There is a need for developing a 
specialized geriatric nursing tech- 


FEBRUARY 1948, VOL. 22 


11936 


BED CAPACITY 
265 


1939 1940 


1938 


1937 


1941 


BED CAPACITY 
285 
(INFLATION ) 





1942 1943 1944 1945 1946 


chronic ward beds at Springfield (Mass.) Hospital effectively reduced per capita costs. 


nique like that now practiced in 
pediatrics. Many special  proce- 
dures have been worked out for pa- 
tients in this ward which later have 
proved valuable for patients in 
acute wards. 

There are, however, various 
pieces of special equipment needed 
only occasionally in acute wards 
that are especially necessary for 
patients with chronic ailments. For 
example: Cradles, both unheated 
and heated with automatic con- 
trols; walkers for patients recover- 
ing from leg fractures or hemipleg- 
ias; a sturdy platform with steps 
on either end and hand rails. But 
all these are made in our own 
shops. 

The omission. of 
after soap and water 
gratifying results, particularly with 
incontinent patients. Pure lanolin 
first was used, but because of the 
scarcity, it has been diluted by 
larger and larger amounts of min- 
eral oil. Now 10 per cent lanolin 
and go per cent mineral oil is prov- 
ing to be the most satisfactory. 

This solution also relieves the 
pruritis from which many older 
people suffer, and bedsores have 
been rare. One man bedridden on 
the ward for the entire 13 years 
never had a serious break in his 
skin due to pressure sores, even 
though one arm and leg are con- 
tracted and useless. 

Provision is made for patients to 
get out of doors, and they are got- 
ten out of bed daily. The latter 
practice keeps their joints flexible, 
makes them sleep more soundly, 
and helps prevent respiratory dis- 
orders. 


alcohol rubs 
has shown 


Experience has shown that it is 
desirable to make the supervising 
nurse responsible for preventing 
patients from falling out of bed 
rather than waiting for a doctor’s 
order for restraints or sideboards. 

The nursing was done by attend- 
ant nurses under the supervision 
of graduates until the war gradu- 
ally cut off the supply. In 1943 the 
nursing school made part time as- 
signments to student nurses, and 
this was increased gradually to full- 
time. Now the nursing care is iden- 
tical to that in the acute wards. 

The food service is the same as 
that in the rest of the hospital— 
a modified central service. Many of 
the chronic patients have no teeth 
or are not physically able to feed 
themselves, and some who can feed 
themselves cannot always eat the 
food in its usual forms. Therefore, 
most food is sent in a soft or easily 
manageable form, and the meat is 
cut up or ground. 

Menus are as diverse as the staff 
available in the dietary department 
will permit. Personal idiosyncrasies 
are also considered as far as pos- 
sible, and substitutions are made 
when the chosen vegetable is objec- 
tionable to a considerable number 
of patients. Special diets for dia- 
betics and others are available 
when ordered by the doctor. 

Many aged people are accus- 
tomed to a moderate daily amount 
of alcohol, and it is a serious mis- 
take to take it away from them 
when they are not acutely ill. Emo- 
tional factors thus disturbed might 
produce more harm than good. 
An inexpensive tonic nicknamed 
“Dr. Walker’s Tonic” and contain- 
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ing about 45 per cent alcohol has 
been prepared. Given in small 
quantities before dinner and sup- 
per, it has benefited some of our 
elderly patients. 

One problem not solved is that 
of occupational therapy. Every in- 
tern has mentioned this deficiency 
in the report of his service, but ef- 
forts to find occupational thera- 
pists, either volunteer or profes- 
sional, have been unsuccessful. 

It is not an elaborate program 
emphasizing therapy that is needed 
but rather simple craft work with- 
in the physical capacity of some of 
the patients and games that can be 
adapted for others. The patient 
who lies on his back and stares at 
the ceiling all day long, only to 
close his eyes at night and dream 
of this ceiling at which he is des- 
tined to stare during the day to 
follow, has a mental attitude which 
does not help him to fight his mis- 
fortune. 

Yet the amount of unorganized 
occupational therapy worked out 
by the patients themselves with the 
help of the nurses has been sur- 
prising. One elderly diabetic wom- 
an took pride in the large number 
of boxes and the perfection of the 
surgical sponges she made. A para- 
lytic counts and folds face cloths 
each day when they come from the 
laundry; a cardiac gave the other 
men haircuts; a patient with a col- 
lege background tutored, under 
public school supervision, a young 
bed patient. 


Useful Therapy 


Three patients have done _ hos- 
pital work outside the ward. One 
arthritic confined to a wheel chair 
helps the main diet kitchen by 
making tickets for the trays and 
answering the telephone. An elder- 
ly cardiac is a wizard at keeping 
our antique clocks functioning and 
doing many other repair jobs. A 
young man in a wheel chair exerts 
his manual skills in the. carpenter 
and paint shops. 

Sometimes visitors can be pro- 
vided for lonely patients. One pa- 
tient who has been with us for a 
long time was “adopted” by a Jun- 
ior Red Cross group in a nearby 
school. The association has given 
him great pleasure. Two or three 
of the youngsters are delegated to 
visit him from time to time, and 
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they send him cards and remem- 
brances on holidays. Visits from 
clergymen who give the patients 
Communion also are a great source 
of comfort. 

The Springfield city library also 
helps to improve patient morale. 
One of its many extramural activ- 
ities is sending two librarians twice 
a week to serve the patients. Some 
of the patients in Wright III spend 
a great deal of their time reading. 


Outside Contacts 


Red Cross nurse aides and hos- 
pital recreational services members 
and free lance volunteers have reg- 
ular assignments in the ward for 
many hours each week. Not only 
are they of great help to the nurses, 
but they give the patients an extra 
contact with the outside world. 
Patients look forward to their com- 
ing. The one who gives the women 
manicures and uses a bright nail 
polish is especially popular. 

The social worker has been an 
active participant ever since the 
ward was established. Through a 
cooperative agreement with the de- 
partment of public welfare, all ad- 
missions and discharges on the 
ward are made through the social 
service. When patients are ready 
for discharge, the doctor’s recom- 
mendation and the amount of care 
the patient will need are reported 
to the department. On the basis of 
which department worker or hos- 
pital worker has the best relation- 
ship with the patient and family, 
the choice of who will plan the 
patient’s discharge is made. 

Patients confined for long per- 
iods frequently need assistance not 
usual in general hospitals. During 
the war, patients who were enemy 
aliens had to be registered, and the 
worker was sworn in as a special 
deputy to take registrations of 
those who had to comply with the 
Selective Service Act. Legal prob- 
lems arise: Patients need to make 
wills and have conservators ap- 
pointed. For these the help of the 
Legal Aid Society is enlisted. 

Experience has _ shown _ that, 
wherever possible, planned _psy- 
chological preparation of the pa- 
tient moving from the acute wards 
to Wright III is important, espe- 
cially if the patient has been in the 
acute ward for a long period. The 
slower tempo of life in Wright III 








and the absence of daily visits from 
many doctors makes the patieni 
feel neglected unless he knows 
what to expect and the reasons for 
the difference. 

Every effort possible is made to 
strengthen the patient’s natura! 
ties with the family, church or oth- 
er associations in order that his 
outside interests be sustained. A 
piano, music from the city library 
and manuscript books for copying 
has made one elderly professional 
musician happier and provided the 
other patients with hours of en- 
joyment. In fact, helping the pa- 
tient adjust to his illness and en- 
vironment is often more important 
for those with chronic diseases than 
for the acutely ill. 

The adjustments some of them 
make are admirable and sometimes 
touching. I particularly recall one 
arthritic who occupied 12 different 
locations during her eight years on 
Wright III. One day toward the 
latter part of her life she was asked, 
“Mrs. U...., you have been in al- 
most every bed in the ward. What 
do you consider the best bed?” 

“Doctor,” she replied, “the bed 
I am in is the best.” 

The increasing number of peo- 
ple 65 years old or over makes the 
problem of geriatric care one 
which each community must 
meet. Besides these older people, 
there are many children,  adoles- 
cents and young adults who need 
specially planned institutional care 
which is not now available. 


Age and Hope 


A defeatist attitude toward treat- 
ment for patients with chronic dis- 
eases must not prevail. Experience 
has shown them capable of surpris- 
ing improvement even in spite of 
their advanced age. 

Fortunately, interest in the prob- 
lems of the aged is quickening both 
here and abroad, and geriatrics is 
becoming as serious a specialty as 
pediatrics. Indeed, some _proprie- 
tary firms already are providing 
pap for the aged as well as pap’ for 
the young. 

Yet there is still room for im- 
provement. We have, by our care 
of the young, permitted many 
more people to become elderly 
without doing much to make that 
increase in years any happier or 
even more endurable. 
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HE INDIVIDUAL HOSPITAL with an 
ae nursing shortage can at- 
tack its problem in two ways. First 
it may try every means it knows of 
attracting a full complement of 
trained and student nurses. But to- 
day there just are not enough of 
these to go around, and some hos- 
pitals are sure to be left out. 

The second way, which was tried 
recently by the Bronson Methodist 
Hospital of Kalamazoo, Mich., may 
be the answer for those institutions 
that are getting less than their 
share. 

It is a plan for training and us- 
ing nurse aides, so that the gradu- 
ate nurse may have more time to 
make effective use of her profes- 
sional skills. It has worked so well 
in our hospital that we have been 
able to increase the number of our 
patients while still maintaining our 
previous high standards of nursing 
care, 


Maintaining Service 


During the war, our hospital had 
four means of maintaining its nurs- 
ing service with a subnormal num- 
ber of graduate nurses. It reduced 
the amount of service per patient, 
increased the number of student 
nurses in cooperation with the ca- 
det nurse corps, utilized the services 
of 60 volunteer Red Cross nurse 
aides and other volunteer workers, 
and employed and trained a limit- 
ed number of nurse aides. 

During the postwar period few 
nurses returned to hospital service 
from the armed forces. The lure of 
matrimony with ‘its consequent 
family responsibilities rendered a 
large percentage of the cadet nurse 
corps graduates unavailable or 


available only for restricted hours. 
Married nurses who had worked in 
the hospital as a patriotic duty re- 
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NURSE AIDE TRAINING 


A 30-Hour Course Keeps 


FAfospital Beds Open 


W. C. PERDEW 
SUPERINTENDENT 
BRONSON METHODIST HOSPITAL 
KALAMAZOO, MICHIGAN 


turned to their families, and go per 
cent of the volunteer workers of all 
types felt that the end of hostilities 
marked the end of their responsi- 
bilities. 

To complicate the problem still 
further, the decline in student en- 
rollment made it clear that the hos- 
pital could not depend on the stu- 
dent nursing service to carry any 
additional responsibility for patient 
care. 

That was why we became inter- 
ested in the graduates of the course 
in practical and home nursing 
which was being conducted in Kal- 
amazoo. Yet we soon found that 
even after these practical nurses 
had completed their course, they 
needed considerable on - the - job 
training in hospital procedures be- 
fore they were very useful. On the 
whole they did not take kindly to 
this training, feeling that they al- 
ready had attained a degree of pro- 
ficiency and a professional status. 
Nor were they satisfied with a sal- 
ary schedule below that of the reg- 
istered nurse. We now have stopped 
employing these practical nurses. 

By the spring of 1947 we became 
convinced that until the present 
situation is fundamentally changed 
the nursing service in our hospital 
must include only three types of 
personnel: Registered graduate 
nurses, student nurses and nurse 
aides. We decided that if we were 
to get maximum efficiency from our 
nurse aides we would have to give 
them a more adequate training for 
the responsibilities that we desired 
them to assume. This conclusion 
was bolstered by the resolution 


adopted December 20, 1946, by the 
Board of Regents of the American 
College of Surgeons which advised 
hospitals “to admit and utilize the 
assistance of auxiliary nursing 
aides.” 

Since nursing authorities tradi- 
tionally have frowned on auxiliary 
training programs that might divert 
attention and effort from the ade- 
quate training of student nurses, 
our first step was to request a state- 
ment from the Michigan State 
Board of Registration of Nurses on 
its attitude toward a training course 
for nurse aides. We outlined the 
course proposed, explaining that its 
purpose was to give more adequate 
training in those limited proce- 
dures which the nurse aides already 
were endeavoring to carry out. We 
found the state board still opposed 
in principle but not inclined to ob- 
ject to a temporary course of train- 
ing. 

A carefully worded advertisement 
inviting applicants to come for a 
personal interview was inserted in 
the local paper. Preceding the in- 
terview the applicant filled out a 
questionnaire, stating her qualifica- 
tions and the reason she was inter- 
ested in becoming a nurse aide. We 
felt the latter question to be neces- 
sary because it gave us a key to the 
applicant’s altruistic motives, so im- 
portant in the care of the sick. 


Careful Selection 


The requirements for enrollment 
in the nurse aide training course 
included age limits of 18 to 45 
years, two years of high school, 
neatness of appearance, good man- 
ners and good health. Experience 
has shown us that careful selection 
is just as necessary with nurse 
aides as it is with student nurses. 
A nurse aide whose appearance, 
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conduct with patients or coopera- 
tion with others falls below the 
standard soon not only will embar- 
rass the hospital but cause a finan- 
cial loss. 

Our first class of 12 students be- 
gan its course on May 29, 1947. 
The class rooms and practice rooms 
of the school of nursing were used 
at a time which did not interfere 
with the regularly scheduled class- 
es. The instruction was given by 
the nursing arts instructor and her 
assistants. All classes, demonstra- 
tions and practice sessions were 
held on hospital time and a bonus 
of $50 was offered to each nurse 
aide who completed six months of 
service. 

During the first two weeks the 
nurse aides were assigned only the 
duties of carrying trays at meal 
time, returning trays to the kitchen 
and making unoccupied beds. The 
first class was so successful that we 
organized a second of similar size 
beginning June go. A third class 
began its instruction October 22. 


We required all nurse aides who 
had not previously attended the 
training course, including those 
who began their work during the 
war, to enroll in the third session. 
These experienced nurse aides are 
among our most enthusiastic stu- 
dents. Since November, we have 
not had any untrained nurse aide 
working in the hospital. 


Training Procedure 


Our nurse aide training course 
consists of 14 hours of classroom 
work and 16 hours of practice, a 
total of 30 hours. 

As rapidly as the nurse aide class 
learns a given procedure, its mem- 
bers are given supervised assign- 
ments in the care of patients. They 
are not permitted to undertake any 
procedures in which they have not 
received instruction. They give no 
treatments except simple enemas, 
nor do they do any charting. 

After the classroom and_prac- 
tice hours are completed, clinical 
supervision by a registered nurse 











practicing on each other under supervision. 





All practice hours are spent in the nursing arts practice laboratory with the students 


| 
Bronson Methodist Hospital's | 
Course of Study for Training Nurse Aides 
Class Practice 
Subject Hours Hours 
Ethics: What constitutes ethical conduct in the hospital | 
and why it is necessary. 2 ~ 
Feeding the Patient: Including preparing the patient, 
serving the tray, feeding the helpless patient and re- 
turning the tray to the kitchen. | — 
General Services: Cleaning unit, care of flowers and care 
of linen. Procedures necessary in admitting and discharg- 
| ing patients, lifting patients and use of wheel chairs. 3 I 
|| Bed Making: Proper making of occupied, unoccupied 
| and ether beds. 2 3 
| 
| Taking Temperature, Pulse and Respiration: Instructions 
| in proper procedures. | 2 | 
|| Baths: Instruction in approved procedures for non-compli- | 
| cated cases. 2 4 
|| Back Rubs: Instructions in proper procedures, necessity 
|| of patient's comfort and avoidance of bed sores, chang- | 
| ing patient's position. I 2 | 
Perineal Care: Draping the patient, cleansing the perine- | 
um and applying sterile pads and T-binders. | 2 | 
Cleansing Enemas: Definition, importance, proper supplies | 
| and procedures. V2 | 
| Binders: Proper preparation and application of breast | 
|| binders and abdominal binders. \/, I 
| 
| 











continues for two more months. 
Daily conferences with this clinic] 
instructor help to fix in the minds 
of the nurse aides the details «| 
procedures they are expected to fv 

low. 

Considerable emphasis is laid oy 
their performing only a definite list 
of permitted duties and the relo 
ring of all others to the nufses. Some 
time ago, a surgeon took a rath: 
long time in the emergency rooi 
caring for a boy who had been 
severely burned. After the patient 
was in his bed, intravenous therapy 
was started and the nurse aide was 
instructed to hold the patient’s arm 
so that his movements would not 
withdraw the needle from the vein. 
Soon the patient’s mother, very ap- 
prehensive after the boy’s long stay 
in the emergency room, appeared 
and asked the nurse aide what the 
doctor had done. 

The nurse aide, selecting the 
most impressive term at her dis- 
posal, replied that the arm had 
been amputated. Though the 
aide apparently misunderstood the 
word’s meaning, we could hardly 
blame the mother for going into 
hysterics. Nurse aides now refer to 
the head nurse all requests for in- 
formation on any patient’s condi- 
tion and progress. 


Duty Limits 


After the nurse aide begins her 
work in the hospital, the responsi- 
bility for supervision rests primari- 
ly upon the head nurse. She must 
select carefully the patients who are 
to have nurse aide care, since lack 
of knowledge of complicating con- 
ditions makes it necessary to assign 
trained nurses alone to the care of 
the more acutely ill. 

Nurse aides do not work in the 
nurseries, delivery or operating 
rooms. A few are used in the work 
room in surgery and in central 
service where they receive instruc- 
tion in their specific duties. We 
have found that careful training 
and supervision give a uniformity 
of procedure which in turn gives 
the nurse aide a sense of pride, as- 
sures the proper functioning of the 
nursing unit, and increases patient 
confidence. 

In common with the rest of man- 
kind, the nurse aide appreciates 
recognition of her value. A uniform 
helps create this pride. We have 
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selected a distinctive green uniform 
for our nurse aides, on the left 
breast of which is a white emblem 
bearing in green letters the words, 
“Bronson Hospital Nurse Aide.” 

These uniforms not only boost 
the morale of those who wear them 
but also enable the patients to 
identify the nurse aide as one who 
is qualified to render a_ personal 
service. Our nurse aides do not 
wear caps, since we regard the 
nurse’s cap as the symbol of pro- 
fessional training and authority. 
At present approximately one-third 
of our patient care is being given 
by graduate nurses, one-third by 
student nurses and one-third by 
nurse aides. 


Professional Time Saver 

Perhaps the greatest saving in 
our graduate nursing staff has been 
made by using nurse aides for an- 
swering lights. A survey reported by 
the American College of Surgeons 
said that go per cent of patient re- 
quests could be handled by auxili- 
ary nursing personnel. The duties 
reported in the survey were more 
comprehensive than those permit- 
ted to our nurse aides, but after 
checking the list, we found our 
nurse aides competent to care for 
approximately 80 per cent of the 
patients’ requests, the other 20 per 
cent being referred to the nurses. 

The trained nurse aides have 
proved their value beyond all ques- 
tion. Because of the nursing short- 
age, we once had to close 15 per 
cent of our beds. Without the help 
of the nurse aides we would have 
had to close one-third of our hospi- 
tal indefinitely. ‘The duties assumed 
by the trained nurse aide permit 
the graduate nurse to concentrate 
on her more vital professional 
duties. The trained nurse aide 
clearly recognizes the great differ- 
ence between her own competency 
and that of the graduate nurse and 
is therefore willing to accept direc- 
tion and guidance in good spirit. 

Training the nurse aide and giv- 
ing her a definite status in the hos- 
pital opens a door of opportunity 
to many women, who for various 
reasons have not had the privilege 
of attending a school of nursing, 
but who possess the ability to ac- 
quire practical skills and find a 
genuine satisfaction in being of 
service to the sick. 
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DISPELLING DOUBTS 


About the Voluntary Movement’s Future 


HILE THE RAPID growth of the 

Blue Cross and Blue Shield 
plans is well documented, their fu- 
tures always are questioned by pro- 
ponents of universal compulsory 
health insurance. Roy E. Larsen, 
president of Time Inc. and presi- 
dent of New York’s United Hospi- 
tal Fund, last month projected fig- 
ures that should go a long way to 
dispel any doubts of the success of 
this voluntary movement. 

These excerpts were taken from 
his speech at the January 10 Wash- 
ington dinner where it was an- 
nounced that Paul R. Hawley, 
M.D., is to become chief executive 
officer of the two plans. 
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Nine years ago when federal 
health insurance legislation was 
first introduced in Congress, there 
was no sufficient answer to the dec- 
laration by its sponsors that “vol- 
untary plans just won't meet the 
need.” The Blue Cross plans for 
voluntary prepaid hospital insur- 
ance were just beginning to show 
their rapid growth. 

By January 1937 there were 28 
Blue Cross plans in the United 
States, with 534,000 participants. 

Today, 11 years later, there are 
85 Blue Cross plans in the United 
States and, in addition, five in Can- 
ada and one in Puerto Rico. In all 
there are nearly 30 million sub- 
scribers. To be exact: 29,250,000. 

But the significance of these fig- 
ures today is not in their present 
numbers but in what they portend 
for the very near future. 
es 

In Rhode Island today (Janu- 
ary 1, 1948) 65 per cent of the en- 
tire population of the state are en- 
rolled in the Blue Cross Plan. 

Projected nationally to our 140 
million population, that means 91 
million members. But perhaps 
Rhode Island is too small a sample 
on which to base such a projection. 

Let us take the three states which 
now lead in percentage of enroll- 
ments: Rhode Island, Massachu- 
setts and Delaware. Of the entire 


population of these three states 52 
per cent already are enrolled in 
Blue Cross. Projected nationally, 
that means over 70 million. 

Such projected national figures 
may seem fantastic and unrealistic, 
unattainable by any one voluntary 
project. But the fact is that such 
coverage already has been attained 
in three states and the saturation 
point has not yet been reached. 

Each year the skeptics have pre- 
dicted the near end of the incredi- 
ble rate of growth of these plans. 
Each year to date they have been 
wrong. In the past three years, en- 
rollments have nearly doubled, go- 
ing from 16 million to the present 
approximate go million. And at the 
15 per cent national average rate of 
increase of the past year, it would 
take only five years to double the 
present 30 million figure, and eight 
to approach the 100 million mark. 

In addition to the present go 
million Blue Cross members, there 
are some 10 million people covered 
by commercial policies—making a 
total of 40 million people. 

ww OW 

The Blue Shield movement is rela- 
tively new and relatively unknown. 
Two years ago, there were but 31 
plans in the United States, with 
2,840,000 subscribers. ‘Today there 
are 48 plans, with more than seven 
million subscribers. Again we are 
confronted with growth figures 
which challenge credulity. And yet 
here projections can be made with 
a certainty that has never been pos- 
sible for the pioneering Blue Cross. 

Already six states have more than 
5 per cent of their population pro- 
tected by medical - surgical plans. 
Delaware leads with 41 per cent of 
its population enrolled. 

The fact is that Blue Shield plans 
and enrollments are developing at 
a rate even faster than the astound- 
ing record of Blue Cross. 

At the present rate the 30 million 
mark would be passed by 195i. 
Thereafter, they should catch up 
with the ever mounting Blue Cross 
memberships. 
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Welcome, Dr. Hawley 


IN ACQUIRING PAUL R. HAw_ey, M.D., as chief ex- 
ecutive officer, the Blue Cross and Blue Shield plans 
bring to a hard assignment a man who makes hard 
assignments look easy. 

When Dr. Hawley set out to give veterans of World 
War II the best available in medical care, the odds 
were high against his succeeding. He would have to 
break a bureaucratic stranglehold of magnificent pro- 
portions, to plow up a succulent pasture in which 
assorted pressure groups had grazed for years, and to 
put off the highway a political pie wagon that was 
large enough to carry all of Congress. 

To the surprise of nearly everyone he succeeded. 
He had the solid support of General Omar Bradley, 
but otherwise he was armed with no powers except 
his own brand of diplomacy. 

In his new work Dr. Hawley will find as great an 
opportunity for service as he found in the Veterans 
Administration. He comes with a strong conviction 
that government medicine will not solve the problems 
of distributing medical and hospital care more equi- 
tably. He also comes with the best wishes and the un- 
limited confidence of hospital administrators with 
whom he will be associated. 
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A Lucky Failure 

IN THE NEWS SECTION of this journal there is a re- 
port of what happened at Wilmington, N.C., between 
last November 24 and December 19. It is the report 
of a threatened strike by nurses that failed at the last 
minute. 

The plan which led to a threat to close down a com- 
munity’s only large hospital was no wildcat affair. It 
was promoted and directed by the North Carolina 
Nurses Association. It was meant to carry out the 
national nurses’ economic security program. 

Anyone reading the details will recognize at once 
some familiar trade union tactics. First the battle- 
ground was chosen carefully. Wilmington is isolated 
from other large centers, and there were no local fa- 
cilities for transferring the patients who would be vic- 
timized. 

Then there was the barrage of double-talk through 
a steady stream of daily press releases. The goal was 
to picture the hospital as mismanaged, tyrannical and 
inhumane toward employees; to explain a “mass resig- 
nation” as somehow more noble than a strike, and to 
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terest in better patient care. 

Eventually there was a showdown, of course, and 
this removed all doubt about the real reason for a 
proposed strike. The nurses were prepared to walk 
out on their patients because, and only because, the 
hospital declined to recognize the state nurses’ associ- 
ation as bargaining agent. 

In the light of these developments, what becomes 
of all the high-minded verbiage with which a national 
campaign for the economic security of nurses was 
launched 18 months ago? It was announced then, 
officially, that state nurses’ associations would seek to 
bargain for their members, but there would be no 
thought of strikes. 

The fiasco at Wilmington serves to clarify some 
points, and also to post a warning. 

FIRST, collective bargaining cannot succeed with- 
out a threat to use the strike as a weapon. A bargain- 
ing agency must be recognized as such by employers 
in order to justify its existence. Officers of the North 
Carolina Nurses Association probably started with no 
intention of organizing for a strike. But twice they 
had been left out of negotiations while other hospitals 
worked out new schedules of wages and working con- 
ditions directly with employees. This was about to 
happen again at Wilmington. The nurses’ association 
would soon have to abandon its role as bargaining 
agency or stage a last-ditch fight for recognition. 
There is only one last-ditch weapon under the circum- 
stances, and that is a strike. 

SECOND, it is extremely hard if not impossible to 
win a strike against a hospital ‘that will treat its em- 
ployees with consideration and take its case to the 
public. Several unions have learned this in the last 
two years. 

THIRD, collective bargaining, as an inseparable 
part of trade unionism is not compatible with the 
practice of a profession. Nursing leaders have made a 
habit of shrugging off this point as an academic argu- 
ment. But there is nothing academic about an excerpt 
from an editorial in the Raleigh News & Observer: 
“The state government should carefully look into the 
practice of licensing nurses or any other profession 
that may use the licensing power for their own per- 
sonal benefit rather than for the good of the people.” 

It is in this statement that a friendly warning is to 
be found. The question is not whether nurses in Wil- 
mington were entitled to better wages and working 
conditions, nor is there any legal bar to a nurses’ 
strike. The question is whether nurses by and large 
really want the role in which they are inevitably cast 
by the adoption of trade union methods. 

Organized nursing can have it either way, but not 
both ways, and the public is not easily fooled. For this 
reason it is well that the Wilmington strike did not 
come off. A few successful walkouts, engineered by 
state nurses’ associations, might cause the public to 
question the professional status of nursing. 
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show that the nurses were motivated only by their in- 
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That Old Game 


THE DECEMBER ISSUE of Cosmopolitan magazine 
carried an article that has caused many members to 
write in protest. This article bore the annoying title: 
“Why Do Hospitals Charge so Much?” 

Scattered through the text are a number of nasty 
statements and implications. But when the article is 
appraised for probable impact on the minds of maga- 
zine readers, it appears to have a greater potential 
for good than for harm. 

It is too much to expect, of course, but the author 
might well have finished his dissertation thus: 


SUMMARY: We set out to plug compulsory health 
insurance by smearing voluntary hospitals. We under- 
took to show that they gouge the public. We tried to 
do this by using some actual cost figures supplied by a 
hospital, which was a mistake. Any way you look at 
them, these figures indicate that hospitals are giving 
full value for money received. We were obliged to 
record the fact that, even at $23 per day per bed, the 
hospital can’t break even. With further research, how- 
ever, we were able to misinterpret a statement by the 
Commission on Hospital Care and so get in a word for 
compulsion. 


ConcLusIon: People do not like to pay $23 a day. 
People with pride are hurt to learn that, after paying 
$23 a day, they are still accepting charity. This ought 
to be stopped. It could be, too, if hospitals would just 
quit doing whatever it is they have been doing. In 
any case, people wish things were different. 


The article is about what might be expected when 
a propagandist in author’s clothing meets up with an 
editor who likes anything that savors of scandal. In 
the same magazine another author asks: “What’s 
Wrong With College for Women?” This author was 
shrewd enough to stay entirely clear of troublesome 
facts. He was thus able to conclude, without fear of 
contradiction, that girls should shun a college educa- 
tion lest it turn them into morons. 

The game of provoking comment with scurrilous 
attacks is an old one, and many an honorable institu- 
tion has survived without a mark. For both hospitals 
and colleges, the prognosis is still good. 
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Why Not Pass It Around? 

A YOUNG ASSISTANT administrator and public rela- 
tions director of a hospital comes to 18 East Division 
Street, Chicago. The conversation turns to nurse re- 
cruitment and he is asked how it goes in his hospital. 
He says things are not bad, and asks: “Is the Associa- 
tion doing anything about recruitment this year?” 

Articles and news stories in Hospirats have out- 
lined the Association’s recruitment program, and sev- 
eral news letters have gone out. All member hospitals 
have received “A Public Relations Guide for Hospitals 
and Schools of Nursing.” 
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Apparently, this material was hidden somewhere in 
the hospital, which seems to call for an old admoni- 
tion: Useful information is not very useful if it col- 
lects dust on the administrator’s desk. Why not pass 
it around? 
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To Insure Being Heard 

Tue Hitt-Burton Acr came out of Congress with 
one flaw that was quite obvious, but also quite beyond 
eliminating in the last-minute jam. Now the time is 
near when that flaw has to be reckoned with. 

In every state the administering agency is fitted out 
with an advisory board or committee. The federal 
law is not concerned with the qualifications of ad- 
visors, but it is specific on another point: An advisory 
board has no more voice in guiding a state’s Hill- 
Burton construction program than the state agency 
chooses to give it. For the most part this prerogative 
will be exercised with good judgement, but occasion- 
ally it is bound to be abused. 

When such a situation develops, what can be done? 
The hospitals’ representatives go to an advisory board 
meeting and lay their case on the table. They are 
a minority among an assortment of spokesmen who 
may or may not be acquainted with the technical 
problem under discussion. 

The hospitals may be outvoted at this board meet- 
ing. They may win the board’s support only to be 
ignored by the state agency. What then? Should they 
do anything more, and what can they do? 

To begin with, there is something wrong when 
voluntary nonprofit hospitals are herded together as 
one of several vested interests, with the balance of 
power resting in some spokesmen for “the public.” 
They are entirely without a vested interest, of course, 
having nothing at stake except an opportunity to 
continue serving the public. 

The hospitals in any state are justified in assuming 
that they speak for the public interest. Moreover they 
have at hand the means of doing so. These means 
are found in an active state hospital association. 

More and more it will become apparent that the 
Hill-Burton construction program is in reality a col- 
lection of state programs. The hospitals within each 
state will need some way of acting as a unit. They 
cannot hope to do so through advisory board members 
who were appointed at the state capital, and who are 
obliged to work with information they have scratched 
together on their own. 

This is not to suggest that state government ma- 
chinery should be neglected. The problem is to use 
such machinery effectively. In this as in all other con- 
tacts with government, hospitals’: may count on being 
treated with respect only to the extent that they can 
command it. And they will find no better way of 
earning the respect of a state’s Hill-Burton agency 
than to speak authoritatively and officially through 
their association. 
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An Eight-Pot 


State Association 





SERVICE PROGRAM 


HE NEw Jersry Hospital Asso- 
5 aetna in establishing its full- 
time office, aimed to offer a direct 
and practical service to members. 
Its program is based on the knowl- 
edge that administrators are un- 
usually busy people and that the 
complexity of hospital management 
has increased to the point where 
no one individual knows all the an- 
swers. The pattern of hospital re- 
lationships to communities, to oth- 
er agencies, to governmental bodies 
and to other hospitals is changing 
so rapidly that such a service is 
needed. 

This means of course that a large 
amount of material is mailed to 
member hospitals, sometimes as a 
letter, reprint or paper but usually 
as part of an issue of the Reporter, 
the association’s mimeographed bul- 
letin. This bulletin has no set pub- 
lication schedule, and an issue may 
contain from one to eight pages 
and sometimes an enclosure. 

As many as two or even three is- 
sues may go out during a week, or 
there may be an interval of 10 
days or two weeks between issues. 
The purpose is to send out infor- 
mation and suggestions when they 
are timely and apt to be of the most 
help to administrators. Issue No. 1 
of the current format was dated 
May 9, 1947, and up to the end of 
1947, 26 issues totalling 65 pages 
were mailed. 

Members have been urged to 
consult the association office and 
ask for answers to any questions 
that might arise. The fact that the 
office is located in the state’s capital 
only a few blocks from the state 
house has an important bearing on 
the services that can be offered. 
While some of these services do not 
fall readily into sharply defined 
classifications, the following eight 
headings show the direction of our 
efforts. 
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Legal Consultant Service: All hos- 
pitals are faced occasionally with 
difficult legal problems peculiar to 
the charitable status of hospitals. 
A well known hospital law firm of 
New York is the legal consultant 
to the association and, through the 
association’s office, to each hospital. 

Legislative Service: Hospitals and 
hospital corporations are some- 
times affected by new legislation. 
Brief digests of all new laws that 
might be of interest to administra- 
tors and hospital attorneys are sent 
the members. We mailed out 21 
such digests during the last legisla- 
tive session. Copies of 47 bills were 
studied carefully at the time of 
their introduction and those of 
special interest were referred to the 
appropriate council, or trustees, of 
the association. 

State Bureau Service: Regulations 
of state departments, bureaus and 
licensing boards are not always 
clear in their application to par- 
ticular situations. A telephone talk 
between the bureau head and the 
executive director often clears up 
obscure points, and conferences, 
perhaps without naming the inter- 
ested hospital, have been occasion- 
ally helpful. 








Editor's Note 
During its first year with a 
paid fulltime executive, the 
New Jersey Hospital Associa- 
tion has been one of the most 
active. It is in response to an 
invitation that this article 





was prepared ° 




















General Information Service: ‘Tlic 
Reporter offers an excellent medi- 
um through which facts, sugges- 
tions, studies and general items of 
interest can be passed on to the 
members. Methods of approach to 
local governments for larger ap- 
propriations (see Hospirats, De- 
cember 1947) was one of the sub- 
jects in this category. Attention 
also may be called to articles in cur- 
rent publications or to new books 
which give the administrator oper- 
ating and policy tips. 

Individual Service: Members are 
encouraged to make full use of the 
association office when they need 
specific information on some prob- 
lem or matter of policy. If the office 
does not have the information, the 
executive director may know an ad- 
ministrator who does. Or he may 
consult members of one of the as- 
sociation’s councils. There are even 
times when the visiting administra- 
tor may like to discuss personal 
matters or matters of relationships 
with someone outside of the local 
hospital field. 

Institute and Conference Service: 
Organized discussions centering 
around knotty, current problems 
are of direct service to hospital 
people. Two and four-hour insti- 
tutes for hospital trustees and ad- 
ministrators have been most suc- 
cessful. Conferences also have been 
held on such topics as the training 
and use of auxiliary personnel in 
the nursing department, rates for 
contract patients, the place of the 
licensed practical nurse in a general 
hospital, and personnel practices 
with respect to graduate nurses. 

Other institutes are on the dock- 
et. New Jersey is a compact state 
where only two hospitals are more 
than 50 miles from one of two pop- 
ulation centers, so frequent mect- 
ings are possible. 

Interpretation Service: The inter- 
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pretation of hospital problems and 
viewpoints to allied organizations 
and groups has an important, 
though indirect, bearing upon hos- 
pitals themselves. That is why the 
executive director has established 
working relationships with the ex- 
ecutive officers of appropriate state 
departments and licensing or con- 
trol boards as well as with the state 
organizations of physicians, nurses 
and pharmacists. 

Research Service: Another func- 
tion of the association office is de- 
veloping the basic factual material 
and preparing briefs for presenta- 
tion to Blue Cross, insurance car- 
riers and state bureaus. This is to 
| bring about increases in the per 
diem rates for the care of patients 
for whom such organizations are re- 
sponsible. Actual statistics how- 
ever, are not compiled at associa- 
tion headquarters. ‘There were but 
three state-wide questionnaires sent 
out in 1947. 

A study of the relationship of per 
diem costs, average length of stay, 
days of patient service and antici- 
pated 1947 deficits was the basis for 
a recent publicity campaign. This 
; was an extensive, organized effort 
to secure in 1948 more adequate 

payments from governmental units 
! for the hospital care of indigents. 

The other important reason the 
New Jersey Hospital Association 
now has a fulltime office was to in- 
crease the efficiency of its organ- 
ization. ‘The association is affiliated 
with the American Hospital Asso- 
ciation, and its organizational struc- 











ture follows that of the national 
body. It has a board of trustees, 
seven councils, a coordinating com- 
mittee and four standing commit- 
tees. Each spring it conducts an 
annual convention, with exhibits, 
at Atlantic City and has two as- 
semblies, one in the fall and the 
other during the winter. 

Thus the association office assists 
the various officers and chairmen 
in preparing agendas and handling 
the details of setting up the meet- 
ings and carrying out decisions and 
policies. It also keeps all minutes 
and records, sends out bills for 
dues, audits invoices and keeps the 
books of account. 


The Beginnings 

The New Jersey Hospital Associ- 
ation had its beginning in a hos- 
pital superintendent’s club back in 
1915. The association organization 
meeting was held in 1918, and with 
but three exceptions, annual meet- 
ings have been held each year since. 
In more recent years, as the volume 
of activity increased and as the 
complexity of hospital relationships 
multiplied, the need for a greater 
service to hospitals became appar- 
ent. 

Discussions were crystallized into 
action at the May 1946 annual 
meeting when it was decided to 
secure a fulltime executive officer 
and establish an association office 
to be opened January 1, 1947. 

A budget of $12,000 was_pre- 
pared and, to meet it, a scale of dues 
similar to that of the American 


Hospital Association was adopted. 
With a cash reserve of only $3,000 
and an income from dues which 
had been a mere $1,000 a year, this 
seemed optimistic, but the response 
to the program was magnificent. 

When the new executive officer 
reported for duty, 6g institutional 
members had paid dues of only $5 
each for the previous year. At the 
end of 1947 though, 106 hospitals 
had paid state association dues on 
the new basis. From this source 
alone the budget was balanced. 

The membership today repre- 
sents g2 per cent of all the Ameri- 
can Medical Association registered 
beds in the state and in 1946 ad- 
mitted g8 per cent of all patients 
admitted to American Medical As- 
sociation registered institutions. 
There are only three registered, 
voluntary, general hospitals, in 
New Jersey—total bed capacity, 127 
—which at this writing are not 
members of the New Jersey Hospi- 
tal Association. 

A most gratifying appraisal of 
the association’s program of giving 
direct and practical service to its 
members came in a letter written 
by one administrator to accompany 
his 1948 dues check. He wrote: 

“Especially these days, we are 
very seldom particularly pleased to 
pay any bill, but this one is certain- 
ly an outstanding exception. We 
feel very strongly that this is one 
bill that is very definitely not in- 
flated and the value received has 
been far in excess of the amount 
billed us.” 
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CLIPPINGS FROM local papers help the central office's fulltime staff to estimate the effect of its public relations program. 
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Ideas that Make Good 


PRESS 


RELATIONS 

















HE LAST WAR and the present 
{ \pootinentiole situation have 
made the great mass of the public 
more newspaper conscious than ev- 
er. Consequently, the people read 
their local newspapers with great 
care and interest. News about hos- 
pitals, in particular, be it favorable 
or not, seems to fascinate most 
readers. 

This leads to the conclusion that 
today is a time when the best pos- 
sible relations with the press can 
pay high public relations divi- 
dends. This relation should be 
established with the newspaper in 
the hospital’s own community. 
Good press relations here not only 
promote good publicity but help 
greatly in avoiding bad publicity. 


News Recognition 


Most administrators do not have 
a full understanding of press re- 
lations. Few know either what the 
newspapers will print about their 
hospital or how to reach the edi- 
tors. In other words, it is easy to 
find many who would not know a 
newspaper story if they fell over it. 
What they should do is to get 
someone who does. The Wyckoff 
Heights Hospital, in Brooklyn, N.Y., 
has a volunteer worker who han- 
dles press relations. He is a former 
newspaper man who, though in an- 
other business now, likes to keep 
his hand in the writing game. 
He also likes hospital work. So 
he spends Sundays at the hospital, 
gathering and writing news of the 
institution’s activities, unusual 
cases treated and any other items 
he thinks the papers would use. 
Also, he grinds out a list of the 
babies born in the hospital during 
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the previous week with names and 
addresses of parents. Four local 
community weeklies use this regu- 
larly, and on a rare occasion when 
the list is not received, call up to 
find out why. That is how much 
they think of its reader interest. 
A letter criticizing a New York 
City hospital recently was given an 
inconspicuous place in a newspa- 
per’s letters to the editor column. 
The reaction it produced is strong 
testimony to the avidity with which 
readers study newspaper items 
about hospitals. It produced a de- 
luge of rebuttals, all but one of 
them praising the institution and 
its service. The newspaper printed 
them too, and they continued for 
several weeks. So what might have 
appeared to be bad publicity after 
the appearance of the first letter 
turned out to be very good public- 
ity. The hospital knew then that 
it had many stout defenders. 
Cementing good press relations 
is not difficult, but somebody in 
the hospital still has to work on it. 
Too many .administrators ignore 
the press until a critical story, edi- 
torial or letter of complaint is 
printed. Then they are much dis- 
turbed but still do not seem to 
know what to do about it or decide 
on what action to avoid a recur- 


rence. 

Every hospital cannot recruit a 
newspaperman as volunteer pub- 
licity writer. However, if almost 
any member of the administrator’s. 
staff has some idea of what consti- 








tutes news, the rest is easy. This 
person may not have the time or 
aptitude for writing the material, 
but practically all newspapers are 
so glad to get hospital stories that 
the hospital worker need only pick 
up the telephone, call the editor of 
his community weekly or the city 
desk of all dailies he wishes to 
reach, and tell the facts. The news- 
papers will do the rest. 


Assignment 


The main difficulty is to find a 
hospital employee who _ knows 
news. For example, during the last 
war I walked into the office of the 
superintendent and saw that there 
was a newly framed citation from 
the government on the wall. It was 
signed by the late President Roose- 
velt, citing the hospital for its war 
effort. 

“That would make a _ little 
story,” I told the superintendent. 

“T don’t think so. Every hospital 
in the city received the same 
thing,” he replied. 

“So what? Have you seen any- 
thing about it in the newspapers? 
I haven’t. So we write about this 
hospital getting a citation. We 
won’t worry about the rest of the 
hospitals. They should have pub- 
licity men, too.” 

So the story was written and duly 
appeared. It created considerable 
favorable comment too, though, 
truly enough, every other hospital 
had the same citation. But the pub- 
lic read about Wyckoff Heights 
Hospital receiving a citation from 
the President. If the others did not 
get in on this bit of publicity, 
whose fault was it? 

It is difficult to find a member 
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Alcohol as an analgesic 


Patients experience a sense of confidence and well- 
being — are calm and relaxed — with Alcohol in 
Vitadex-B. Clinicians report* such satisfactory 
sedation post-operatively that, in most instances, 
opiates and other sedatives may be eliminated 
entirely. Patients are pleased. So are you. 


*Behan, R. J., Am. Jour. Surg., 69:227-229, Aug., 1945 


Moore, D. C. and Karp, M., Surg. Gyn. Obst., 80:523-525, May, 1945 
Craddock, F.H., Jr., Craddock, F.H., Sr.,Mr. of Med. Assoc. of Alabama, Nov., 1942 


Besides the analgesic and caloric advan- 
tages of alcohol, this solution supplies the 
nutritive value of dextrose — plus generous 
amounts of the B vitamins necessary for 
alcohol and dextrose metabolism. 


SUPPLIED IN CUTTER SAFTIFLASKS 
This conveniently combined solution, ready 
for immediate intravenous administration, 
comes in 1000 cc. Saftiflasks. 


Cutter Laboratories, Berkeley 1, California | , 








Advantages over morphine 


e More prolonged action 

e Stimulates respiration 

¢ No nausea or vomiting 

e Eliminates gastro-intestinal disturbances 
e Diuretic action 

e Produces vaso-dilation without significant 


change in blood pressure 
e No danger of addiction 


ALCOHOL IN VITADEX-B CONTAINS: 


Thiamine Hydrochloride ... 5.0 mg. 
Nicotinamide. ...... 50.0 mg. 
RIDOUAVIN: 0 cso see «> (Tag. 
Pyridoxine Hydrochloride. . . 3.0 mg. 


Dextrose 5% . 50 grams 


in a choice of 
Alcohol 5% in Normal Saline 
Alcohol 10% in Normal Saline 
Alcohol 5% in Distilled Water 
Alcohol 10% in Distilled Water 
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of the medical staff with any con- 
ception of press relations. Too 
often medical men frown on pub- 
licity. Taught that personal pub- 
licity is unethical, too many con- 
sider that it is “cheap” for a hos- 
pital to seek favorable newspaper 
notice. But if it is possible to find 
a staff member who is publicity 
minded, the task of the person as- 
signed to publicize a hospital is 
greatly lightened. Working in co- 
operation the two can find, even in 
the smallest hospital, plenty of ma- 
terial that will interest the news- 
papers of the district. 

Just what will interest them? 
Practically anything that is not 
merely routine, and especially hu- 
man interest stories about specific 
cases. 

“But we cannot give out infor- 
mation about specific patients. 
That would be invading their 
right of privacy,” reason some ad- 
ministrators. 

Wrong again! Newspapers will 
not use stories without full names 
and addresses, but in my long ex- 
perience as a hospital publicist, I 
have yet to find more than one 
patient out of 100 who is not de- 
lighted with getting his story into 
the newspapers, preferably with 
pictures. From the hospital view- 
point it is best to obtain the con- 
sent of the patient or that of his 
parents or other near relatives be- 
fore a newspaper story is handed 
out. 

Written Consent 


Administrators may even want 
the consent in writing.* This can 
be simplified by printing a release 
form. The administrator even may 
have the hospital notary witness it, 
if it is considered necessary. But I 
have never heard of any unpleas- 
antness, far less a lawsuit, follow- 
ing legitimate and desirable pub- 
licity. 

The patient’s ailment is fre- 
quently better left undisclosed, and 
once in 100 cases, there may be 
legitimate reason for not publiciz- 
ing an interesting case. As a rule, 
however, the patients love it. After 
they get home, not only can they 
talk about their operation, but they 
actually can show a news clipping 
about it. Probably nothing adds 


*The press codes in many cities require 
that this procedure be followed. 
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more to their sense of self-impor- 
tance than being “written up” in a 
newspaper. 

A good test for what constitutes 
publicity is this question: “Would 
you be interested in reading about 
this in a newspaper?” If the doctor 
or other hospital member answers 
in the affirmative, the subject 
should interest readers in general, 
with one important proviso. It 
must be handled in a way that adds 
interest. 

Lead Material 


There is no point in hurling a 
lot of technical terms or jargon at 
newspaper readers. It has been said 
that go per cent of the popular 
newspapers are edited for morons. 
Be that as it may, routine material, 
particularly statistics, must be made 
palatable. So in writing the annual 
report for the newspapers, the 
writer must catch their interest 
with the opening sentence. Annual 
reports necessarily bristle with sta- 
tistics, so the old “‘narrative hook” 
the fiction writers talk about is 
vital. For example, it may be start- 
ed this way: 

“It required one million meals 
to feed the patients who were treat- 
ed during the past year at Blank 
Hospital, and ‘that is a lot of 
meals,’ the over-tired cooks at the 
hospital said today.” Having once 
“hooked ’em,” the writer can go 
on from there. 

Another good opening I have 
used for years runs this way: 

“Blank Hospital had more babies 
in 1947 than ever, according to the 
annual report, made public today.” 

The word “today” should be in 
the opening, even if it has to be 
dragged in by the heels. Newspa- 
pers no longer print news of yes- 
terday. So when writing about a 
prominent patient who died only 
yesterday, the latest development 
should be featured, such as, “Fu- 
neral plans are being completed 
today.” 

So, to make a release interesting 
to city editors and in turn to their 
readers, the “kick” must be in the 
first paragraph, preferably in the 
first sentence. Chronological writ- 
ing is bad, even in stories about 
meetings. ‘Too many such stories 
read like the secretary’s minutes. 
Just as in all news stories, the most 
important fact comes first, even if it 


happened last at the meeting. Aid 
if the most important fact docs 
not come instinctively, the writer 
should ask himself: “What inter- 
ests me most about this?” If noth- 
ing seems interesting, it is best not 
to write it, because it will not in- 
terest the reader, either. 

The simplest item about a hos- 
pital, if it is just a little out of 
routine, can be made into an item 
acceptable to the newspapers. 

Systematic publicity — and_ it 
should be systematic to accomplish 
its purpose—includes anything new, 
even a new automatic dishwasher 
if it has something the former dish- 
washer did not. Meeting of the 
staff or trustees also should provide 
news. Case stories should contain 
not only human interest but some- 
thing that definitely increases pub- 
lic respect and esteem for the in- 
stitution. 

Another importance of systemat- 
ic publicity is that after the editors 
learn to know and like the hospital 
administrator and/or press rela- 
tions man or woman, they will 
either discard or “play down” the 
bad publicity they receive. Or if 
the matter seems important, they 
will communicate with the hospi- 
tal, describing what has come to 
them and giving the administrator 
an opportunity to tell the hospital’s 
side of the story. 


News Photographs 


There are certain to be com- 
plaints or happenings that would 
be bad publicity. A good press rela- 
tions man can sometimes keep as 
much out of the newspapers as he 
gets in. Occasionally this is very 
important to the hospital. 

Finally, the question of taking 
news photos in the hospital is al- 
ways cropping up. The administra- 
tor should cooperate with the news- 
papers in this too, since the press is 
leaning more and more heavily 
upon illustration. A definite con- 
sent should be obtained from the 
patient to be photographed, and 
the pictures should be made at a 
time when other patients will not 
be disturbed. ‘The papers know this 
and cooperation between them and 
the hospital always will overcome 
trouble and hard feeling. And it 
can forestall attempts by enterpris- 
ing photographers to “sneak in” 
and take pictures. 
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ARMSTRONG X-4 PORTABLE BABY INCUBATOR 





1. Low cost 
2. Underwriter approved 
3. Simple to operate 
4. Only 1 control dial 
5. Safe, low-cost, heat 
6. Easy to clean 
eo ge i ‘ 7. Quiet and easy to move 
Benches sk: “ AW . ie BNw > 8. Ball-bearing, soft rubber casters 
a 9. Fireproof construction 
10. Excellent oxygen tent 
11. Welded steel construction 
12. 3-ply safety glass 
13. Full length view of baby 


14. Simple outside oxygen 
connection 


15. Night light over control 


16. Both F. and C. thermometer 
scales 


17. Safe locking ventilator 
18. Low operating cost 

19. Automatic control 

20. No special service parts 
21. Lid locks open 


ONE SIMPLE 
CONTROL 


OXYGEN INLET 


Ill! 


2 / The Armstrong X-4 Baby Incubator is the 
only Baby Incubator tested and approved by 





Underwriters’ Laboratories for use with oxygen. 


In offering you the Armstrong X-4 Portable Baby Incubator 
we stand firmly on the principle that we must provide a 
SAFE Baby Incubator, a LOW COST Baby Incubator and a 
SIMPLE Baby Incubator. 


That we have succeeded is evidenced by the fact that to date 
close to 400 Hospitals have placed voluntary repeat orders for 
more than 1200 additional Incubators. More and more it is 
being used, not only for the premature baby, but for any 
debilitated or under weight baby. 


THE GORDON ARMSTRONG COMPANY 
Division LLI ¢ Bulkley Building * Cleveland 15, Ohio 


Distributed in Canada by INGRAM & BELL, LTD. + TORONTO +» MONTREAL « WINNIPEG * CALGARY * VANCOUVER 
Export Distribution by GENERAL ELECTRIC MEDICAL PRODUCTS CO. ~- CHICAGO 3, ILLINOIS 
2 Aa NTE ANY TTL PS RE etme 
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Some Precautions To Observe when 


FREEZING FOODS 


REEZING OF FOODS as one method 
Bo preservation has increased 
greatly in popularity during the 
past few years. Until recently, frozen 
foods were prepared primarily by 
commercial packers. There were 
few available freezing units that 
could be operated economically by 
hospitals. 

Now, however, smaller units 
adaptable to the individual needs 
of many hospitals are being manu- 
factured. Hospital dietary depart- 
ments that will use the freezing 
method will find that there are a 
few special procedures to be ob- 
served in preparing the foods. If 
these details are followed carefully 
the freezing method will be a useful 
addition to the list of food prepara- 
tion methods. 

The production of frozen food 
products of any type requires ex- 
actly the same skill, judgment and 
material that is needed for the pro- 
duction of nonfrozen foods. Certain 
equipment and packaging facilities 
also are important. There are no 
short cuts. Frozen food production 
requires just as close supervision as 
any other production method. 

Some of the general and specific 
factors to be observed follow: 

Freezing Temperature: Most pro- 
ducts demand a freezing tempera- 
ture not higher than minus 10 de- 
grees Fahrenheit. Higher tempera- 
tures slow down the entire opera- 
tion and will prove harmful to the 
finished quality of some foods. Un- 
less such temperatures are available 
it is unwise to attempt quantity 
freezing. Temperatures lower than 
minus 10 degrees Fahrenheit are 
satisfactory. 

Arrangements for air circulation 
should be provided. A fan located 
in the freezer will help. Modern 
freezing cabinets which will pro- 
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vide this feature now are being 
designed. 

Holding Temperatures: It is not 
necessary to keep frozen foods at 
temperatures of minus 10 degrees 
Fahrenheit or lower after they are 
thoroughly frozen (this usually re- 
quires 48-72 hours). They may be 
moved to commercial freezers which 
usually are held at temperatures of 
zero to 10 degrees Fahrenheit. 

For long term storage, a temper- 
ature of zero should be considered 
the maximum. Under no circum- 
stances should frozen foods be held 
at temperatures as high as 20 de- 
grees Fahrenheit or above. 

Packaging: Foods will lose mois- 
ture when stored in a freezer. They 
must be protected from moisture 
loss by some type of packaging. 
Many moisture proof materials arc 
available. Moisture proof cello- 
phane, pliofilm, aluminum foil and 
several other good wrapping mater- 
ials are recommended. 

Some items such as biscuits, fro- 
zen cookies, sweet rolls and the like 
may be stored in cans if the cans 
are filled completely and are equip- 
ped with tightly fitting friction tops. 
If the can is not filled completely, 
it will contain sufficient air to cause 
some dehydration of the surface of 
the food product. 

Cans are suggested only as a mat- 
ter of convenience. Food products 
must be removed from them while 
still in frozen condition to prevent 
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their sticking together if allowed to 

thaw. 

Raw Materials: High quality raw 
materials are essential to the pro- 
duction of good finished foods. ‘Whe 
freezing of low quality fats, poor 
grade flour or inferior eggs does not 
improve the quality of them or any 
food made from them. If poor qual- 
ity ingredients are used they will 
remain poor quality in the finished 
product. Undergrade materials 
must be eliminated. Materials [all 
into several classifications: 

Fats: The prime requirements of 
good fatty ingredients are flavor 
and keeping quality. Lard used for 
biscuits and pies should be fresh 
and free from all traces of rancidity. 
Lard is recommended for biscuit 
and pie crusts providing the stor- 
age time is not to be greater than 
three to four months. 

If frozen pies.or biscuits are to 
be stored for six months to one 
year, hydrogenated fats should be 
used because of their greater sta- 
bility. 

Butter and margarine should be 
used generously in pie fillers, cakes, 
and icings and coffee cake toppings. 
The same rules for butter and mar- 
garine purchased for other food 
preparations apply to frozen food 
products. 

Hydrogenated fats are preferred 
for cakes and icings. Specialized 
cake shortenings are available and 
should be used. They will pay fo 
themselves in increased volume and 
all-around quality of the finished 
product. 

Flour for Biscuits and Pies: \ medi- 
um quality pastry flour is to be 
desired instead of the fancy cake 
flours. “All purpose family flours” 
are not recommended. For long 
term storage pies (more than four 
months) unbleached pastry flour is 
suggested. This will improve keep- 
ing quality and result in a fresher 
flavor in the pie crust. 

For cakes, special short-patent 
cake flours are available and should 
be used. 

For coffee cakes and rolls, blends 
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PREDICTABLE ABSORPTION 
..» proved in practice 


Some suture qualities—such as 
sterility and adequate tensile 
strength—are ‘‘musts” because 
of U.S.P. requirements. Other 
qualities, such as smoothness 
and pliability, you can take for 
granted in Curity Catgut. 


But a most important quality 
in Curity Catgut escapes the 
hand and eye. It shows up in sur- 
gical use—where it counts most. 
It is predictable absorption, your 
assurance of maintaining wound 
closure, within a wide margin of 
safety, until increased wound tis- 
sue strength renders the suture 
no longer necessary. That’s why 
surgeons everywhere count on 
Curity Catgut for superlative 
performance. 


Predictable absorption is no 
accident. Curity Suture Labora- 
tories’ years of research have 
resulted in major contributions 
to improved catgut processing. 
You can use Curity sutures 
confidently. 





ORDER THROUGH YOUR DEALER 





Curity Suture Laboratories 


rE on 


Division of The Kendall Company, Chicago 16 





REG. U.S, PAT. OFF. 


SUTURES i 
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of bread flour and pastry flour are 
recommended. 

Fruits: Fruits may be purchased 
fresh when in season, as frozen 
fruits or as canned fruits. Under- 
grade products should be avoided. 
Fresh berries may be frozen indi- 
vidually (after cleaning) for future 
use if facilities are available. Fresh 
apple slices should be dipped in 
dilute salt solution that contains 
either lemon juice or ascorbic acid 
prior to use in either pies or coffee 
cakes. 


Frozen fruits should not be 
cooked in the preparation of pie 
filling but instead should’ be 
drained of surplus juice. This juice 
then should be thickened and sweet- 
ened and poured over the un- 
cooked fruit. This keeps the fruit 
whole and also results in the quick 
cooking of the filling—so necessary 
for efficient handling. 

Pie fillers must be thoroughly 
chilled before adding to the pie. 
The use of hot fillers harms the 
quality of the crust and also will 
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Press foot pedal... it delivers)soap instantly. Nothing touched by 
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put an abnormally heavy load .n 
the freezer. 

Sugar: There is no special 1 
for sugar selection because nea 
all granulated sugar is of suita!: 
quality. For cake production a fi 
ly granulated sugar is recomme 
ed instead of coarse sugar. Att 
tion should be given to the su 
content of all frozen bakery pr. 
ucts. Numerous tests indicate ti 
low sugar content is not desira}hle 
in fruit pies, coffee cakes and cakes, 

Eggs: The best rule to follow i 
the selection of eggs is, “Would I e: 
it myself?” If the hospital is large 
enough, a good grade of frozen eggs 
can be used advantageously. Under 
no circumstances should cracks or 
checks be purchased for hospital 
bakery_use. 

Baking Powder: Slow acting bak- 
ing powder is recommended for 
frozen foods. These may be pur- 
chased from any of several sources 
and should not be confused with 
the powders that evolve gas when 
mixed in doughs at room tempera- 
ture. The slow acting powder does 
not produce gas until the food 
product has reached the oven. 


Formulation: Proper formulation 
is essential in all foods whether 
frozen or freshly served. Pie crusts 
and biscuits should be of sufficient 
richness to assure tenderness, good 
appearance and good texture. This 
cannot be accomplished with for- 
mulas that are robbed of essential 
fats. 

Cake should be rich in fats and 
sugar not only for reasons of palata- 
bility but also because of the eflect 
of symmetry, volume and texture 
of the finished product. Pie fillers 
should contain plenty of fruit and 
should not be thinned out with 
added water, color and starch be- 
yond the point considered accept- 
able. 

Production practices: There is no 
substitute for skillful manipulation 
in the bakery. The slogan, “after all 
it takes a baker,” is a true one. The 
best mixture will not suffice to cover 
slipshod workmanship. 

Small points make the difference 
and require constant supervision. 
Frozen bakery products enable the 
production of larger volumes of 
any particular item during one op- 
eration and should therefore make 
easier the problems of supervision. 
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OXYGEN at a@ moment’s notice... 


fe 


> An uninterrupted supply of oxygen at the turn of 


LY «valve is available in hospitals having a piping dis- 





tribution system for oxygen. Oxygen is piped directly to 

the bedside from manifolded cylinders or from a CASCADE 

oxygen storage unit. | Administrators in hospitals with such 

installations agree that a piping system results in economy, con- 

venience, and psychological benefits to patients and staff. The article 

“CASCADE Oxygen System Reduces Risks and Costs,” which appeared 

: (/ in MODERN HOSPITAL, tells what this system can do for your hospital. 


Linde will supply reprints of this article on request. Ask for Reprint C. 


= 
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: 


THE LINDE AIR PRODUCTS COMPANY 


Unit of Union Carbide and Carbon Corporation 
30 East 42nd Street [qq NewYork 17, N.Y. | 
Offices in Other Principal Cities t 
In Canada: Dominion Oxygen Company, Limited, Toronto \ 


OXYGERN U.S.P. 


The words ‘‘Linde’’ and “‘Cascade"’ are trade-marks of Union Carbide and Carbon Corporation or its Units 
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Margarine — The Laws that Determine Its Use 


HIGH FOOD PRICES and a critical 
shortage of fats and oils are creating 
a greater demand than ever before 
for margarine as a hospital food 
product. Yet there are many obsta- 
cles that make its use difficult. In 
some instances hospitals are unable 
to use margarine at all. 

During the war, some of the re- 
strictions were suspended or eased, 
but in most places these now have 
been restored. Out of this comes a 
maze of conflicting and confusing 
regulations. ‘They come under the 
general classifications of contents, 
color, use, manufacture, license 
fees and taxes. 

If changes in regulations are to 
be made, the logical first step would 
be the federal regulations. This no 
doubt would be followed by chang- 
es in state rules. 

Hospitals have asked many de- 
tailed questions about the regula- 
tions and the use of margarine. 
General points have been outlined, 
but in each instance the adminis- 
trator or dietitian should check the 
rules of the state carefully if the 
use of margarine is questioned. 


Comparative Content 


Margarine as now produced has 
a nutritive value equal to butter. 
It is made under the Standard of 
Identity of the U.S. Pure Food and 
Drug Administration which says 
that it must be fortified with a 
minimum of 9,000 U.S.P. units of 
vitamin A per pound. The mini- 
mum is exceeded in most brands; 
a figure of 15,000 units is almost 
unanimous. The amount is printed 
on the package and is subject to 
federal assay at all times. Many 
brands are fortified also with vita- 
min D. 

Margarine contains 80 per cent 
of highly refined vegetable fat, 15 
per cent pasteurized cultured skim 
milk, 3 to 3.5 per cent salt, and 1.5 
to 2 per cent minor ingredients. 
Butter contains 80 per cent animal 
fat. Both yield approximately 3,300 
calories per pound. 

The word “margarine” is used to 
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describe the modern product which 
is made almost entirely of vegetable 
oils. The term “oleomargarine” 
(from “oleo oil” or beef fat) is no 
longer a true description, but under 
existing law, it must be so labeled. 
More than go per cent of the oils 
used are Amercian soy bean or cot- 
tonseed oil. Other domestic oils in- 
clude corn, peanut, sunflower seed 
oil, and some meat fats. 


Nutritive Values 


The council on foods and nutri- 
tion of the American Medical Asso- 
ciation says: “When margarine is 
fortified with vitamin A... it can 
be substituted for butter in the 
ordinary diet without any nutri- 
tional disadvantage.” 

The National Research Council's 
committee on foods and nutrition 
says: “... when fortified margarine 
is used in place of butter as a 
source of fat in a mixed diet, no 
nutritional differences can be ob- 
served.” 





Today the federal governmeit 
lists the following taxes and license 
fees on margarine: 


Tax or Fee Colored Uncolored 
Excise Taxes 10¢/Ib. Yc/lb. 
Manufacturers’ 

License Fees $600/yr. $600/¥) 
Wholesalers’ 

License Fees $480/yr. $200/y). 
Retailers’ License 

Fees $ 48/yr. $ 6/v 


The law placing the $600 tax on 
manufacturers of colored margar- 
ine has been interpreted to mean 
that private hospitals, nonprofit 
hospitals and other private chavi- 
table institutions, public eating 
places and others that buy and 
color margarine to serve as a sep- 
arate food, as a pat, or a spread on 
bread must pay the federal $600 
annual license fee plus the 10 cents 
per pound excise tax. 

If a hospital located in a state 
that allows the sale of colored mar- 
garine desires to buy colored mar- 
garine, it pays only the 10 cents 
per pound excise tax. 

Early Laws: The first federal mar- 
garine law was enacted in 1886. It 
imposed a manufacturer’s tax of 
two cents on each pound of mar- 
garine. Manufacturers, wholesalers 
and retailers first had to secure 


BUTTER AND MARGARINE — 1926-1947 


& 


POUNDS CONSUMED PER CAPITA 





(Per Capita Civilian Consumption) 





Year 1926 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 


Source: Bureau of Agricultural Economics 





HOSPITALS 































EVERY ITEM 
~ UNCONDITIONALLY 
GUARANTEED 





WITH Ka A ee a TT 


303 W. Monroe. St., Chicago 6, Ill. 
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Ideal For Premature, Normal Babies 


Cventle 


America’s Most Popular Nurser 
“IT BREATHES AS IT FEEDS!" 


The Ideal Hospital 


Nursing Unit— 


Nipple, Bottle, Cap 
All-in-One Unit. 


Nipple and formula 
sanitarily sealed 
in Evenflo Bottle. 


<— Nipple Up 
For Feeding. 
Twin air valves 
provide smooth 
nursing action. 


LL, 


Wide mouth 
bottle easy to 
fill and clean. 
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4-oz. Evenflo Nursers are $1.80 per doz. 

Ask your wholesaler for a supply or write 
us direct. 

The Pyramid Rubber Co., Ravenna, Ohio 
* Patented 
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Approved by Doctors and Nurses 








licenses at fees of $600, $480, and 
$48 respectively. 

The federal act was amended 
in 1902. For the first time, a dis- 
tinction was made between the col- 
ored and the uncolored product. 
The tax on artificially colored mar- 
garine was increased to 10 cents a 
pound, and the uncolored product 
was taxed at the rate of one-fourth 
cent a pound. License fees for man- 
ufacturers, wholesalers and retailers 


as specified in the original act were : 


coutinued with only one excep- 
tion; wholesalers and retailers that 
confined their margarine business 
to trade in the uncolored product 
paid fees of $200 and $6 respec- 
tively. 

The amendment of 1931 made 
the restriction on color more strin- 
gent. By this amendment colored 
margarine produced from oils na- 
turally yellow as well as artificially 
colored was brought within the 
taxing and licensing provisions of 
the law. 

Proposals for Change: In 1944 and 
1945, three bills to eliminate these 
taxes and license fees were intro- 
duced in Congress. They failed to 
pass. A similar measure known as 
the Rivers Bill, died in the House 
Committee on Agriculture with the 
adjournment of Congress in 1946. 

The federal Food, Drug and Cos- 
metic Act contains a_ provision 
against misrepresentation in the 
use of margarine. Misrepresenta- 
tion under the act is considered 
to have occurred when any eating 
place, such as a hospital, serves mar- 
garine in any circumstances under 
which the customer may reasonably 
expect to receive butter. A hospital 
that colors margarine for serving as 
a separate food therefore is subject 
to federal penalties. The fine for 
the first offense is $50. 

If the hospital is to avoid a 
charge of misrepresentation when 
serving colored or uncolored mar- 
garine as a separate food, patients, 
visitors and employees should be 
notified by a reasonably visible sign 
or by a notice on the menu. 

No notice is required when mar- 


garine is used in cooking or season-' 


ing where it has lost its identity, as 
a separate food. 

Some states impose taxes, license 
fees and restrictions in addition to 
the federal regulations. In 29 states 
the sale of colored margarine is 


forbidden. Seventeen states pi 
hibit or restrict the use of marg: 
ine in state institutions. Th 
states (New York, Tennessee, ar 
Wisconsin) impose definite restr .- 
tions on institutional use as f{:!- 
lows: 

New York: “Margarine shall n 
be purchased by or used as food «i 
for cooking purposes in any of t! 
charitable, benevolent, penal 
reformatory institutions receiving 
money from a state, county, city or 
town.” 

Tennessee: “No state, county, mu- 
nicipal or other. institution sup- 
ported in whole or in part by pub- 
lic funds shall furnish to its in- 
mates, patrons, or employees, or 
use in the preparation of their food 
any margarine.” 

Wisconsin: “No state, county, mu- 
nicipal or other institution, no pub- 
lic school, no licensed child welfare 
agency or maternity hospital, asy- 
lum or other institution for the 
care and relief of sick, infirm, indi- 
gent, homeless, insane or feeble- 
minded persons, or any similar pur- 
pose, supported in whole or in part 
by public funds, shall furnish to its 
inmates or use in the preparation 
of food, any margarine. No official 
in charge of public relief to poor 
or indigent persons, shall furnish 
to any poor or indigent person any 
margarine.” 

Eight states (Idaho, Minnesota, 
North Dakota, South Dakota, Mon- 
tana, Washington, Wisconsin and 
Wyoming) add their own taxes and 
fees on margarine to those imposed 
by the federal government. 

Fats and oils used in the manu- 
facture of margarine contain some 
natural yellow color. With only this 
coloring the product still would be 


subject to a tax of 10 cents a pound. 


To avoid the tax, fats and oils are 
bleached by the manufacturer to 
make a white margarine. Yet hun- 
dreds of tax-free food products are 
artificially colored. 

Artificial coloring is permitted 
by the U.S. Pure Food and Drug 
Administration when the _ colors 
used are certified U.S. Pure Food 
and Drug Administration colors. 
Under the Pure Food, Drug and 
Cosmetic Act, all foods (except but- 
ter, cheese and ice cream) that are 
artificially colored must be labeled 
with that identification.—MARGARE1 
GILLAM. 
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The Bacon Library 


Tracing Hospitals’ Role in American 
MEDICAL RESEARCH 


AMERICAN MEDICAL RESEARCH, PAST AND 
PRESENT. Richard H. Shryock, Ph.D. 
New York, The Commonwealth Fund. 
1947. 350 pages. 92. 

HIs IS THE LAST monograph in 
the important series of the New 

York Academy Committee on medi- 

cine and the changing order. It was 

written by R. H. Shryock, Professor 
of History and Lecturer in Medical 

History, the University of Pennsyl- 

vania. 

The book represents the first at- 
tempt to trace the historical devel- 
opment of research in the medical 
sciences. The lines of investigation, 
their instigation and the various 
sources of support are the primary 
concerns of the author. 

Written in chronological arrange- 
ment, the first section discusses the 
influence of European thinking on 
the formative years of American 
medicine. The place of the Johns 
Hopkins Medical School and Wil- 
liam Welch, M.D., in the establish- 
ment of a definite emphasis on re- 
search is described. The economic 
and social factors that enter into 
the general picture of American 
medicine have likewise been felt in 
the special phase of medical re- 
search. 

One chapter outlines in some de- 
tail the fields of endeavor- under- 
taken in medical research. The 
importance of hospitals in provid- 
ing facilities for research is brought 
out. 

The relation of hospitals to re- 
scarch underwent some _ changes 
during the last half of the nine- 
teenth century. Earlier they had 
served as centers for pathological 
and clinical studies. Then research 
shifted to physiology and_bacteri- 
ology. As results were obtained the 
balance swung back to clinical side. 

Practically all medical schools 
found it necessary to have hospital 
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connections for research as well as 
for educational purposes. 

Dr. Shryock comments on_ the 
lack of coordination in the depend- 
ent studies carried on in the non- 
teaching hospitals, thus prompting 
duplication of effort. He suggests 
the appointment of fulltime di- 
rectors in the nonteaching hospitals 
to encourage valuable studies. 

The shift from an era where al- 
most all the financial support came 
from private sources to the present 
one with an increasingly larger part 
being shared by public funds is 
explained with considerable docu- 
mentation. The public relations 
aspect of medical research has not 
been forgotten in this discussion; 
the author ascribes part of the 
stimulation to research to the 
awareness of the general public. 

All those concerned with the 
broad field of health will profit by 
a study of this scholarly and read- 
able presentation of the subject. 
Excellent references and bibliogra- 
phies are found at the end of each 
chapter and there is an adequate 
index. 


Guiding Discussions 
HANDBOOK FOR Discussion LEADERS. J. Jef- 
frey Auer and Henry Lee Eubank. New 
York, Harper & Brothers. 1947. 118 
pages. 51.75 
A discussion meeting is a 
“planned but relatively informal 
occasion on which those who at- 
tend are expected to join in pur- 
poseful talk about a common prob- 
lem.” 





The Bacon Library and Reference 
Guide departments are edited by 
Helen V. Pruitt, librarian of the Ba- 
con Library. 











Many a person, inside and out- 
side the realm of hospitals, has ac- 
cepted an invitation to “take 
charge of the question period” 
without the slightest realization 
that there are right and wrong 
ways of proceeding. 

A few manage to send the audi- 
ence away happy, but a majority 
of such catch-as-catch-can perform- 
ers can rightfully claim only that 
they kept the meeting from break- 
ing up ahead of schedule. Even 
those who seem to succeed may 
simply have put on a good show; 
the audience may be happy be- 
cause it has heard a good joke. 

The authors of this book are 
bent on teaching untrained discus- 
sion leaders how to send listeners 
and participants away with some- 
thing worthwhile that has come 
from their own “purposeful talk.” 
The teaching is pleasantly admin- 
istered, and the whole course is 
packed into 105 pages of text — 
from a reminder that there are five 
distinct kinds of forums to how the 
able leader politely shuts off a 
windy discussant.—].M.S. 


Boston Auxiliaies 
ORGANIZATION AND FUNCTION OF THE Hos- 

PITAL AUXILIARY, a preliminary state- 

ment. Boston, Hospital Council of Bos- 

ton, 1947. 7 pages. 

The committee of hospital aux- 
iliaries of the Hospital Council of 
Boston and the volunteer service 
bureau conducted a study of aux- 
iliary services in the Boston met- 
ropolitan area. After the increased 
wartime use of volunteer workers, 
either individually or as members 
of organized auxiliary groups, it 
has been necessary to study this 
type of service and provide a work- 
ing plan for future programs. 

An outline was drawn up from 
this study as.a suggested guide and 
was offered to hospitals for adap- 
tation to their individual needs. 
Principal points covered in the out- 
liné include a statement of pur- 
pose, relationships, details of or- 
ganization and functions. 
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Six questions most frequently 
asked by individuals concerned 
with the establishment or reorgani- 
zation of an auxiliary are quoted, 
and answers given in some detail. 
Some of the questions are: 

How may an auxiliary establish 
a needed service, such as a hospital 
library, gift shop or coffee shop? 
How may an auxiliary furnish 
recreational and educational pro- 
grams for hospital personnel? What 
special services have auxiliaries de- 
veloped? How may an auxiliary 
raise money for the hospital? 

This clear and concise study could 
be of great help to any hospital 
that needs greater interest and re- 
sponse from its women’s auxiliary. 
Single copies may be obtained 
without charge from the Hospital 
Council of Boston, 261 Franklin 
Street, Boston 10, Mass. 


Insurance Analysis 
Computsory HEALTH INsuRANCE. Elizabeth 

W. Wilson. Studies in individual and 

collective security, No. 3. New York, 

National Industrial Conference Board, 

Inc. 1947. 138 pages. 

As an experienced actuary in the 
compulsory health insurance field, 
Dr. Wilson has prepared a factual 
analysis of the costs and practical- 
ity of government provision for 
health and medical care. 

The introduction is historical 
background to the development 
of the trend toward government 
health programs with brief descrip- 
tions of surveys, studies and pro- 
posed legislation. There is an ex- 
cellent table classifying state com- 
pulsory sickness bills introduced 
between 1939 and 1944. 

Analysis of the Wagner-Murray- 
Dingell Bill of 1945 and the Na- 
tional Health Insurance and Pub- 
lic Health Act of 1947 are com- 
plete and impartial. Perhaps the 
two most interesting chapters are 
those dealing with the administra- 
tive problems involved and econo- 
mic feasibility. Using source ma- 
terial, Dr. Wilson gives definite 
figures on the eventual total cost 
of such a program and the gro- 
tesque administrative machine 
needed to carry it out. The section 
on medical adequacy poses a series 
of situations which would seem to 
defeat the so-called purpose of com- 
plete care for all. 

The concluding chapter lists in 
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outline form the pros and cons of 
compulsory health insurance, with 
quotations from the hearings held 
on the various bills as introduced 
in Congress. There are extensive 
bibliographies at the close of each 
chapter which increase the value of 
the book as a reference source. 


New Seminar Report 
SEMINAR FOR CLINIC ADMITTING WORKERS, 
summary of proceedings. Chicago, Coun- 

cil of Social Agencies, 1947. 

The clinic administrators com- 
mittee of the health division of the 
Chicago Council of Social Agencies 
organized a six-session seminar to 
help clinic admitting workers bet- 
ter understand the clinic admitting 
function. 

Some seventy clinic admitting 
workers and staff members of health 
and welfare agencies attended the 
sessions reported in these proceed- 
ings. Subjects discussed in the meet- 
ings were: Functions and organiza- 
tion of the admitting department, 
basic principles of interviewing, 
clinic intake interview, how to 
identify medical legal problems, 
techniques of income verification, 
relationships between outpatient 
clinics and physicians of the. com- 
munity and problems of the ineli- 
gible patient. 

Social admitting and problems 
of inter-agency relationships affect- 
ing the patient are of first impor- 
tance to the clinic admitting ofh- 
cer. Authorities in the fields of hos- 
pital and clinic administration and 


public and private welfare wor! 
presented the papers at this sem 
inar. They are a contribution t 
the literature in this field. 


Purchasing Practice Analysis 


PURCHASING PROCEDURE OF THE Los An 
GELES COUNTY GENERAL HospItTAaL. Pre 
pared by Robert J. Thomas, administra 
tive intern, under the guidance of Ai 
thur J. Will, preceptor. 

While the purchasing procedur 
of the Los Angeles County Genera 
Hospital must of necessity diffe: 
from that of a voluntary institu- 
tion, the underlying principles and 
review of the functions performed 
are applicable to any hospital. 

The description of the central- 
ized purchasing system of which the 
hospital is one unit is well outlined 
and it is possible to follow the se- 
quence of a requisition from. its 
initiation to delivery and issuance 
of supplies from the store room. In 
this set-up there are seven buyers 
at the county purchasing and 
stores department, one of whom is 
responsible for the hospital sup- 
plies. 

There is an excellent section on 
emergency ordering, an even great- 
er problem with a centralized pro- 
cedure. The author concludes with 
a statement on the advantages and 
disadvantages of the system. 

As addenda there are duplica- 
tions of such forms as the requisi- 
tion, the purchase order, a flow 
chart of procurement operations, 
and a stock control-perpetual in- 
ventory record. 


Reference Guide 


FOR COMMUNITY PLANNING 


REAT EMPHASIs is being placed 
G on planning and construction 
of new hospitals at this time. Many 
requests for general and _ specific 
information for use by local plan- 
ning committees are received daily 
by the Association. 

Several publications which pro- 
vide many of the answers are listed 
below. Titles and brief descriptions 
are given, and they may serve as a 
guide to reference reading by those 


who are planning hospital facilities 
now. 


Tue InpivipuAL Hospirat. Chicago, 
American Hospital Association. Reprinted 
1946. 78 pages. 

» Published originally as Book |! 
of the 1945 Hospital Review, this 
pamphlet has been reprinted be 
cause of continuing requests. It is 
divided into four sections: Measur 
ing the Community for a Hospital, 
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YARDSTICK OF COMPARISON 


As manufacturers of what are widely regarded as 
the finest surgical blades ever developed, it is 
our conviction that professional preference is 
based upon their actual performance rather than 
attempts to evaluate their qualities by mechanical 
determinations. 


Surgeons geet the superior sharpness of their inimitable cut- 


Sameera ting edges. 


Surgeons O@MGE just the desired degree of rigidity necessary to 
Samm ememees resist lateral pressure. 


Surgeons heuou that dependable strengih and long cutting 
em ammmmeneses efficiency serves to reduce blade consumption 


‘ to a minimum. 


The quality of Rib-Back Blades _ 

has suffered no wartime change. ; Ask your dealer 

Precision uniformity . . . blade 

for blade . .. and long periods of BARD-PARKER COMPANY, INC. 
satisfactory service, make them 
the least expensive in the final 
cost analysis. 


Danbury, Connecticut 
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The Governing Board of the Hos- 
pital, Organization of the Medical 
Staff and Administrative Aspects of 
Hospital Construction. 

Its original form was prepared by 
the late Warren P. Morrill, M.D., 
when he was director of research 
for the Association and was revised 
through the suggestions of hospital 
administrators. ‘The four chapters 
have been reprinted separately and 
are available in quantity lots. 

As orientation and background, 
this series is of great value to plan- 


ning committees and __ potential 
members of boards of trustees. 


THE SMALL GENERAL HOSPITAL, ORGAN- 


IZATION AND MANAGEMENT. Bulletin No. 4. ~ 


Charlotte, N.C., The Duke Endowment. 
1945. 69 pages. 

» The hospital section of the Duke 
Endowment has made this hand- 
book available for hospitals receiv- 
ing assistance from the Duke En- 
dowment. The general principles 
and suggestions outlined are equal- 
ly applicable to any small commu- 
nity hospital located in a county 











The rich black box of 20 gauge Wexteel 


Needles, note how hubs are marked. 


1. BETTER because STRONGER. 
Stronger because made from 
drawn-tempered (not heat-treated) 
Weckrome Steel Tubing. 


2. BETTER because LAST LONGER. 
Last longer because of the inimi- 
table Weck point. 


3. BETTER because NON-CORRO- 


48860 Weck, Jr., Rustless Needles (same as 4880 without special 
Wexteel Hubs) only in sizes 27-23 inclusive up to 1” at $10.50 per gross. 


and WECK STAINLESS 


BETTER 5 ways also—(1) easy-to-use; (2) soft-annealed, yet strong, flexible 
and stainless; (3) resistant to body acids and alkalis; (4) does NOT cause 


redness in wound which non-metallic 


adhere to skin nor flesh, nor corrode. 
Weck No. 17210 and 17212, comes in 


Brown 


through 40; priced 85¢ to $2.50 for 2 oz. 
spools and from $1.20 to $4.35 for 4 oz. 


spools. 
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17210—17212 


Edward Weck & Co., Inc. 


on 1 oz. spools at from 80¢ to $1.65 each, 
according to sizes. 
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SIVE, both inside and outside the 
lumen. 


4. BETTER because Wexteel HUB 
gives a better grip and each hub 
marked with gauge. 


5. BETTER because COST LESS, 
come in all standard gauges and 
lengths from $1.20 to $3.25 per 
dozen. Less by the gross. 


STEEL SUTURE WIRE 


sutures sometimes do; (5) does not 


& Sharpe gauge sizes from 18 


Also from 30 to 40 gauge comes 
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with an urban center of less tha) 
10,000 population. Such an institi- 
tion would derive definite assist- 
ance from this publication. 

The three parts of the book dis. 
cuss the board of trustees, the med- 
ical staff and supporting community 
organizations such as the hospital 
auxiliary and the hospital associa- 
tion. 


THE SMALL COMMUNITY © Hospirar. 

Henry J. Southmayd and Geddes Smith. 
New York City, The Commonwealth Fund. 
1944. 182 pages. 
» This book describes the values 
and limitations of the rural hospi- 
tal as a community institution. It 
evaluates the effect of the well 
planned small hospital on the prac- 
tice of medicine in the community 
with emphasis on the factors that 
lead to its improvement. 

The authors describe many of 
the details of organization, includ- 
ing accounting and budgetary pro- 
cedure. Rural hospital administra- 
tors will be encouraged by the 
importance attached to proper hos- 
pital administration. Boards of 
trustees will have a renewed appre- 
ciation of the problems of small 
hospital management. 


MopEL CONSTITUTION AND By-LAWS FOR 
4 VOLUNTARY HospIrAL AND RULES AND 
REGULATIONS FOR THE MEDICAL STAFF. 
Chicago, American Hospital Association. 
1947- 35 Pages. 
>» This current publication was pre- 
pared by the Council on Profes- 
sional Practice of the Association 
with the technical assistance of the 
late Warren P. Morrill, M.D. It is 
approved by the Board of Trustees 
of the Association and is recom- 
mended as a guide to hospitals that 
plan on formulating constitutions. 

Medical staff rules and regula- 
tions are included in an attempt to 
solve the problem of the somewhat 
ill-defined status of the staff in ad- 
ministration. In order to adapt this 
model to local conditions, a section 
titled “Comments” discusses some 
of the questions that may arise when 
such a constitution is written. 


MEASURING YOUR COMMUNITY FOR ‘4 
Hospirat. Chicago, American Hospital! 
Association. Revised 1947. 96 pages. 


} Compiled by the staff of the As- 
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sociation, this volume is a collec- 
tion of articles from hospital and 
medical journals discussing how to 
determine the need for a hospital, 
its type and size, organization and 
responsibilities of the governing 
board and medical staff, and the 
necessity for competent architec- 
tural advice. 

The articles, which include ideas 
and opinions of variqus authorities 
in the field, are intended as refer- 
ences and supplementary reading 


to “The Individual Hospital.” The 
pamphlet has been revised to in- 
clude information bearing on the 
results of the report of the Commis- 
sion on Hospital Care and on the 
passage of the Hill-Burton Act. 


PLANNING THE COMMUNITY HoOspPIrAi.. 
Chicago, American Hospital Association. 
1945. 47 pages. 

» This collection of articles from 
various periodicals has been made 
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* Hillyard’s Non-skid Floor Treatments and Maintenance 
Products properly protect and make attractive all types of 
floors, insuring a safety factor of non-slippery floor surfaces 
easy to keep clean. They produce sanitary, labor saving con- 
ditions. In every classification, Floor Seals; Finishes; Waxes; 
Dressings and Cleaners, they give entire satisfaction. 


* There is a Hillyard Floor Treatment Maintaineer near 
you. Call or wire us today, his advice and recommendations 


are given without obligation. 
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to guide administrators and bui! 
ing committees to a general co. - 
ception of the form their ney 
hospital building may take. }.5 
matter how small the hospit| 
building, it can fulfill the comm .:- 
nity’s needs adequately only wh:: 
it has been tailored by a compete: 
architect to fit local conditions. 
The purpose of this compilation 
has been to present the many faccis 
to be studied in the planning of a 
hospital’s physical form. It will 
help the readers to describe their 
requirements to the architect more 
clearly and to increase their ability 
to analyze the architect's sketches. 


“Elements of the General Hospital.” 

Reprinted from Hospirats, May 1946. 46 
pages. 
» Due to the wide need for a more 
convenient planning guide con- 
taining hospital room details, the 
Division of Hospital Facilities of 
the U.S. Public Health Service pre- 
pared a special section which was 
published first in Hosprrats and 
was later reprinted. It contains 
suggested unit plans for hospitals 
of various sizes, health centers and 
allied health facilities. 

Innumerable consultations were 
held with doctors, nurses, hospital 
consultants, administrators, dicti- 
tians and technicians to determine 
the most modern trends in design. 
While the details represent an ef- 
fort to present a schematic ap- 
proach to major hospital elements, 
the plans must be altered and adap- 
ted to specific problems encoun- 
tered in the design of any individu- 
al hospital. 


“Plans of General Hospitals for the 

Coordinated Hospital System.’ HospIrats, 
22: 49-84, January 1948. 
» This special section by the Divi- 
sion of Hospital Facilities, U.S. 
Public Health Service, is a sequel 
to the earlier section on the ele- 
ments of the general hospital. 
While the described units are built 
around the theme of a coordinated 
hospital system, each facility is 
physically complete in itself. 

Plans are included for general 
hospitals of 30, 40, 50, 75, 100, 150 
and 200 beds, eight and 10-bed com- 
munity clinics and a school of nurs- 
ing and dormitory. 

Reprints of this special section 
will be available at a later date. 
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Medical Review 


Hospital Practices Tabulated in 
RADIOLOGY SURVEY 


FTER A SEVEN-YEAR interval the 

American College of Radiol- 
ogy has produced a report on the 
practice of radiology in hospitals. 
A survey was made in 1939. Now 
another has been completed, as of 
October 1946, and is reported in 
the Journal of the American Medi- 
cal Association for December 20, 
1947- 

From this report comes new in- 
formation of value to the many 
hospitals that are currently con- 
cerned with. department of radiol- 
ogy problems. 

Between 1939 and 1946 a few 
trends of special interest developed. 
In 1946, for example: : 

MORE radiologists wete prac- 
ticing full or part time in hospitals, 
an increase from 79 to 83 per cent. 
(Of those practicing in hospitals in 
1946, 60 per cent had office prac- 
tices as well, and 38 per cent did 
not.) 

FEWER of those practicing in 
hospitals owned all or part of the 
equipment, a decrease from 16 to 
g per cent. 

FEWER were paid a straight sal- 
ary by hospitals, a decrease from 
37 to 32 per cent. 

FEWER were technically classi- 
fied as “hospital employee,” a de- 
crease from g1 to 86 per cent. (Def- 
inition: One who receives a salary, 
or a percentage of gross or net re- 
ceipts, or salary plus a commission 
for services to hospital patients.) 

MORE operated hospital x-ray 
departments as “‘independent prac- 
titioners,” an increase from g to 14 
per cent. (Definition: One who re- 
ceives no remuneration from the 
hospital, or one who is in the posi- 
tion of tenant paying a fixed rental 
or paying a rental based on percent- 
age of gross or net receipts for use 
of the space and facilities). 
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FEWER collected their own fees 
for work done in hospitals, a de- 
crease from 19 to 16 per cent. 

This survey covers in some detail 
the arrangements in 1946 for di- 
viding gross or net receipts. 

Gross: On straight division ol 
receipts (no salary) 71 per cent of 
the radiologists received from 40 to 
65 per cent. With salaries involved 
(amounts unspecified) 50 per cent 
received from 40 to 55 per cent olf 
receipts in addition to salary. 

Net: On straight division of re- 
ceipts, 79 per cent of the radiol- 
ogists received from 40 to 65 per 
cent. With salaries involved, 70 per 
cent received from 40 to 55 per cent 
of receipts in addition to salary. 

Income Figures Omitted 

Since the report does not give 
the dollar income of radiologists, 
it is impossible to determine how 
the actual income of the independ- 
cnt radiologists in the hospital com- 
pares with the income of the radiol- 
ogists on salary, salary and percent- 
age, or on percentage alone, for 
comparable groups of hospitals; 
nor is it possible to determine the 
relationship of total professional in- 
come of this specialist to that o! 
other physicians in the same com- 
munities. The report would have 
added value if it contained specifi 
information about the income ol 
radiologists. 

The 1946 questionnaire was sent 
to 1,820 members of the American 
College of Radiology and 850 us- 
able answers were returned. The 
survey is presumed to be represent- 





The Medical Review department is 
edited by Hugo V. Hullerman, M.D., 
secretary of the Council on Profes- 
sional Practice. 








ative except that more replies may 
have come from radiologists dissat- 
isfied with their fiscal arrangement 
than from those satisfied, and the 
group surveyed was limited to the 
total membership of the College. 

The House of Delegates of 
the American Medical Association 
adopted as a principle in 1939: 
“It shall not be the policy of the 
hospital to make a profit from the 
department of radiology.” Agita- 
tion by radiologists to prohibit the 
hospital from sharing in net in- 
come from the department of radi- 
ology has not been based on the 
claim that radiologists are under- 
paid. They are in the higher in- 
come group under present arrange- 
ments. Compliance with the above 
principle would provide ever: more 
income to radiologists unless ac- 
companied by reduction in the unit 
charge per service to the patient. 

The hospital’s share of net in- 
come does not accrue to the advant- 
age of an individual, but is re- 
turned to the patient in the form of 
lower hospital charges or other 
hospital service. It would seem 
that diversion of the entire net to 
the radiologist, without correspond- 
ing reduction in the unit charge 
per service to the patient, would re- 
sult in increased income to the 
radiologist, decreased income to 
the hospital, and increased cost to 
the patient for care while in the 
hospital. 

Innumerable organizations that 
receive service or give service in 
hospitals have commissions or com- 
mittees on hospital standards. For 
the American College of Radiology 
there is a Commission on Hospital 
Standards. 

The commission recommends 
that “radiologists practicing in hos- 
pitals render their bills for services 
on their own’ statement forms to 
the patients. However, statements 
may be made out and collections 
made by the hospital accounting 
department. If such an arrange- 
ment cannot be worked out, joint 
billing may be used. If bills are 
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rendered by the hospital, the name 
of the radiologist and the services 
rendered should appear. Even the 
third choice meets the minimum 
requirements of professional stand- 
ards. Medical service is a personal- 
ized specialized service rendered di- 
rectly to a patient. The person re- 
ceiving such services should be 
aware of the qualification of the 
physician performing the services 
and of the cost.” 

The commission further recom- 
mends as the most satisfactory fiscal 
arrangement a contract under 
which the radiologist leases the 
x-ray department; as an alternate 
but less satisfactory arrangement, 
a contract under which the radiol- 
ogist and the hospital divide the 
gross receipts on a percentage basis. 
The standards will not permit a di- 
vision of net profit, since this would 
permit the hospital to receive more 
than the cost of the service and 
would violate the principle adopted 
by the American Medical Associa- 
tion House of Delegates that the 
hospital shall not make a_ profit 
from the department of radiology. 

On the other hand the report 
States that “any arrangement be- 
tween the radiologist and the hos- 
pital which allows 45 to 55 per 
cent of the gross income to the hos- 
pital for its costs in furnishing and 
maintaining a complete x-ray de- 
partment, not including profession- 
al services, should be in practically 
every case, a reasonable and proper 
arrangement.” 


Accusation 


Apparently the radiologists do 
not have too great faith in admin- 
istratois, according to the following 
quotation from the report: “The 
interest of hospital administrators 
and trustees in methods for secur- 
ing operating income for their hos- 
pitals has frequently brought about 
an attempt to use the x-ray depart- 
ment as a source of income for non- 
self-supporting departments. The 
natural procedure on their part is 
to obtain a radiologist on a salary 
basis, and usually their choice of 
radiologists is on a price basis only. 
This may result in sacrificing qual- 
ity for low costs and added income 
to the hospital.” 

Administrators and governing 
boards, however, are familiar with 
the careful investigation that pre- 
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cedes selection of a_ radiologist. 
Some experiences with radiologists 
have not contributed to a convic- 
tion that the radiologist has less in- 
terest in income than does the hos- 
pital. This may result in sacrificing 
quality for low costs and added in- 
come to the radiologist. As a matter 
of fact, both physicians and hospi- 
tals in general have demonstrated 
a proper interest in better patient 
service. It is unfortunate that the 
exceptions—whether among radiol- 
ogists or hospitals—must be singled 
out as characteristic of the groups. 


Iodized Salt 


When a Journal of the American 
Medical Association editorial re- 
cently urged members to vigorous- 
ly support federal legislation re- 
quiring a satisfactory content of 
iodine in table salt, it put the spot- 
light on a universally accepted diet- 
ary need. 

Sixty years ago iodine was a nat- 
ural contaminant of salt and was 
not removed by the refining proc- 
ess. Today though, modern produc- 
tion methods have eliminated the 
iodine. 

Salt obtained from mines in 
West Virginia’s Kanawha _ River 
Valley contains approximately 80 
parts iodine for a million parts of 
salt. Colloid goiter was unknown 
there until the whiter new salt re- 
placed the old; but by 1922 the in- 
cidence of the disease among ado- 
lescent girls of the area increased 
to 60 per cent, a figure comparable 
to that of the Lake Superior re- 
gion, long recognized to be a goit- 
rous area. 

In 1916 the Akron, Ohio, experi- 
ment proved the relationship of 
iodine to colloid goiter. Its devel- 
opment in local school children 
was prevented by the administra- 
tion of iodine. Finally the iodiza- 
tion of table salt was deemed a sat- 
isfactory means of getting adequate 
iodine into the diet. Campaigns to 
popularize iodized salt in Michigan 
and Switzerland, where goiter was 
endemic, had dramatic results. 

A short time later, through the 
cooperation of salt manufacturers, 
iodized salt could be purchased na- 
tionally. But even at the peak of 
this educational campaign, only 
half of all the table salt was io- 
dized. 


The editorial has an explan: 
tion for the present difficulty. | 
says in part: 

“The experience of the majori 
of the physicians active now do:. 
not extend back to that time. TI: 
public has lost interest, and use « 
iodized salt is said to be dimins!: 
ing.” 

There never has been a law th: 
controls the marketing of non-i: 
dized salt. Despite the fact tha: 
goiter is still prevalent, bills intr 
duced last-year requiring table sal 
to have between 75 and 150 parts 
of iodine per million were defeat- 
ed. There was no evidence sub- 
mitted that showed this proportion 
of salt to be injurious, nor was 
there any opposition from the salt 
industry based on cost. In fact, for 
many years there has been no dil- 
ference in the market price of io- 
dized and non-iodized table salt. 

For those people who might de- 
velop acne from iodized salt, the 
Jaw provided for the sale of prop- 
erly labeled salt for special dietary 
use. 

Another bill will soon be up be- 
fore Congress, and if it became law, 
it would achieve much more than 
did the early educational program. 


Hope in Irradiation 


Some of the blood bank risks 
have been discussed in® recent is- 
sues of Hospirats. The evidence is 
clear that human blood or plasma 
may harbor the agent of infectious 
hepatitis (known also as homolo- 
gous serum jaundice). 

Administrators of blood banks 
find it difficult to exclude infectious 
donors because of the absence of a 
satisfactory test. An alternative is 
the treatment of all human blood 
plasma and serum to destroy the 
virus of infectious hepatitis. 

Ultraviolet irradiation may pro- 
vide the answer. ‘The new Oppen- 
heimer-Levinson method* of expos- 
ing rapidly flowing thin films ol 
plasma for fractions of a second to 
a new and powerful source of in- 
tense ultraviolet radiation is effec- 
tive in destroying virus. The meth- 
od is satisfactory for irradiating 
large quantities of serum and 
plasma. 

Studies were made to determine 

such. irradiation had deleteri 


*Journal of the American Medical Asso 
ciation, October 25, 1947. 
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Versatility in hospital 





campaigning 


During January 1948, we were directing hospital fund-raising campaigns in: 


@ A Pennsylvania city of 60,000 people for an objective of $600,000. 
@ An Indiana city of 35,000 for $750,000. 

® Several counties:in Eastern Pennsylvania for $1,000,000. 

®@ A small town in Ohio for $270,000. 


@ An industrial community outside Pittsburgh, to add $250,000 to a 
hospital building fund already raised, This campaign was necessitated 
by building costs which had doubled since the original appeal for funds. 


@ A small town in Michigan for $250,000 to add to $500,000 raised two 


years ago. 


@ A Pennsylvania industrial city of 48,000 for an objective of $750,000. 


® An Ohio city of 306,000—for all the hospitals in the city—for an 
objective of $6,750,000. 


Next month, we will start preparations for another hospital campaign 
in Pennsylvania for a goal of $1,000,000 and for one in Rhode Island 
for $800,000. 


For the past 29 years, we have directed successful hospital money- 
raising Campaigns in cities and towns throughout the United States. 


« 


KETCHUM, INCORPORATED : 


INSTITUTIONAL FINANCE CAMPAIGN DIRECTION 
CHAMBER OF COMMERCE BUILDING, PITTSBURGH 19, PA. 


500 FIFTH AVENUE, NEW YORK, N. Y. 


Cartton G. KetcHuM Norman MacLeop McCiran Work 
President Executive Vice President Vice President 


Member American Association of Fund Raising Counsel 











FESRUARY 1948, VOL. 22 





ous effects on the plasma itself. It 
was concluded tentatively that con- 
trolled ultraviolet irradiation, is a 
practical, yet harmless and safe pro- 
cedure which will free plasma or 
serum from the hazard of transmit- 
ting infectious hepatitis. 


New Cancer Study 

Cancer clinics throughout the 
country will participate in an ex- 
tensive experiment to determine 
the value of a new method of using 
hormones in the treatment of can- 
cer, Science News Letter reports in 
its December 20, 1947, issue. 

The new study will be done un- 
der the auspices of the American 
Medical Association and will be 
carefully controlled. It has possibil- 
ities of leading to a new concept of 
cancer prevention and treatment. 


Hypertension Clinic 

A hypertension clinic has been 
opened at the Bronx (N.Y.) Hos- 
pital. It was organized to aid in the 
study of the course of essential hy- 
pertension, the treatment of the 
condition, and for the evaluation 
of current etiological concepts. 








test nor series of tests that can show 
whether the patient should have 
surgical intervention. We therefore 
have outlined a plan which we be- 
lieve will eliminate much unneces- 
sary and contra-indicated surgery. 
Through its use, we think that the 
value of all types of therapy will 
be understood -better and will be 
applied more correctly to the indi- 
vidual patient. 

At Bronx Hospital all patients 
who are referred to the clinic re- 
ceive a complete initial workup 
before the serial application of the 
therapeutic measures presently in 
vogue and some which we intend 
to innovate. 

The patient’s symptomatic and 
Gbjective response to each type of 
therapy will be evaluated _period- 
ically. Patients responding well to 
any specific type of treatment will 
be kept on that regime until max- 
imum results apparently have been 
obtained. 

Surgical treatment will be lim- 
ited to the following types of pa- 
tients: (1) those who fail to respond 
to any type of medical routine and 





We believe that there now is no — 








(2) those with advanced diseas: 
who have no accepted contra-indi 
cations to surgery. 

Patients upon whom surgery has 
been performed as well as- thos: 
patients receiving medical treat 
ment will be referred to the hype 
tension clinic for evaluation and 
follow-up.—GAMLIEL SALAND, M.D., 
associate on the staff of the depart 
ment of internal medicine and 
chief of the medical vascular and 
hypertension clinics of the Bronx 
Hospital outpatient department. 


Correction 

In a discussion on the newly or- 
ganized American Association ol 
Blood Banks in last month’s Medi- 
cal Review, it was stated incorrect- 
ly that Curtis E. Smith, M.D., and 
Lester J. Unger, M.D., had been 
elected delegates at large. 

Marjorie Saunders, secretary o! 
the association, reports that Julius 
W. Davenport Jr., M.D., New Or- 
leans, was elected delegate at large 
for a two-year term and Marion R. 
Rymer, Ph.D., Belle Bonfils Mem- 
orial Blood Bank of Denver, for a 
one-year term. 
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from Pioneer .. . to Perfection. That is the eleven year history of constantly 
improving the Continentalair iceless oxygen tent. 


As outstanding in performance as it is in appearance, the new Continentalair 
model 3000 brings to the hospital the finest in automatic, iceless, oxygen and 
bedside air conditioning service. Press a button—set a dial—that’s all. 


Write for complete details and name of authorized surgical supply dealer who 
will gladly demonstrate the new Continentalair. 


CONTINENTAL HOSPITAL SERVICE, INC. 


18636 DETROIT AVENUE * . e CLEVELAND 7, OHIO 
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CURRENT HEALTH CONDITIONS 








A statement from the Division of Pub- 
lic Health Methods, U. S. Public Health 
Service, through December 1947. 


Influenza: In following the week-to- 
week course of influenza incidence for the 
country, several indexes must be examined. 
No single index is reliable for this pur- 
pose. 

The excessive variation in the complete- 
ness of reporting influenza cases in those 


States that require the disease to be re- 
ported was mentioned previously. Weekly 
reports of deaths from pneumonia and 
influenza in a group of approximately go 
large cities scattered throughout the 
United States also are received by the 
U. S. Public Health Service. These figures 
probably are a fairly good index of ur- 
ban influenza incidence, but they have a 
greater time lag and the frequencies are 
rather small. 





Patients’ gowns designed to meet every need — and do 
it better. Strong, comfortable, long-wearing, and laun- 


dering beautifully because Marvin-Neitzel creative 


planning has specified it that way. 


NO. 327 PAJAMA CHECK 





Note the details. Single needle stitching, careful, 


unhurried. Strong double-needled seams. Practical 


yoke reinforcements. Specially stitched and locked tie- 


tapes can’t pull off. 
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The fine Pajama Check material is extra fi 


soft and absorbent. Heavy cross threads for MARVIN -NEITZEL 
strength, light cross threads for softness, com- CORPORATION - TROY, N.Y. 
fort and launderability. All the soap washes 103 YEARS OF LEADERSHIP 


out. ; 


Please write for prices on this outstanding ’ 


value. 








Influenza epidemics usually are acco: 
panied by increases in the death rates { 
heart disease and other causes. Hence 
has proved valuable to watch a series 


weekly statistics on deaths from all caus:. 


in almost the same group of cities. 

In recent years, epidemics of influen 
have been the only events capable 
causing sudden winter excesses in th 
series. However, variations in proportioi 
of fatal influenza from one year to a: 
other, as well as the time lag in reportin: 
detract from the value of these deati 
statistics as an index of the current in 
cidence of influenza. 

There are additional sources, less ge: 
eral in coverage, such as the statistics o! 
influenza morbidity in the armed force: 
stationed in the United States. 

Although in December there were re 
ports of a widespread epidemic of an in 
fluenza-like illness in the Los Angeles area 
(tentatively identified as influenza A), and 
several other localities (notably in Texas) 
showed some excess of influenza incidence, 
neither case nor death statistics for the 
month reflected these happenings. The 
reported incidence of influenza in the 
Pacific region during December has been 
exceeded five times in the 10 preceding 
Decembers. 

In the South Atlantic states, which had 
been persistently reporting a_ slightly 
greater than normal number of cases 
throughout the summer and fall, the De- 
cember total of reported cases was lowe 
than three of the previous 10 Decembers. 

The number of deaths from all causes 
in the cities along the west coast showed 
no appreciable departure from normal 
during December. While the number of 
deaths attributed to influenza in Los 
Angeles, the center of the epidemic, dur- 
ing the month was seven or eight com- 
pared to none in the same period of 1946, 
the deaths from pneumonia in the cur- 
rent year were lower. Despite these lo- 
calized outbreaks of respiratory infections, 
the situation for the country as a whole 
seems favorable. 


Other Communicable Diseases: ‘Ihe 
number of cases of measles reported dur- 
ing the month was somewhat higher than 
in the corresponding period of the three 
previous years; but compared to the 10 
previous years, last December’s total has 
been exceeded six times. 


e Diphtheria incidence was normal. 


e Scarlet fever incidence was exceptionally 
low in all parts of the country, disregard- 
ing insignificant short-term fluctuations. 


e Reports on meningococcus meningitis 
compare with 1942, the year preceding the 
epidemic. The aftermath of the 1943 epi 
demic was felt even in 1946, and 1947 can 
be considered the first normal year. The 
number of cases reported during the last 
nine months of 1947 was slightly below 
that for corresponding months of 1942 
except in the South Central states. 


e Whooping cough incidence is not yet 
down to the level that was reached in 
1944 and 1946. By December, however, it 
was no more than 25, per cent above that 
level. That is a contrast to the 60 to 70 
per cent excess in midsummer. 
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Purchasing 








Price Review for 1947 Shows the 
INFLATION PATTERN 


a. YEAR 1947 saw a lot of dis- 
agreement and left plenty of 
‘room for controversy on its merits 
as a year. But one aspect remains 
undisputed, an aspect that affects 
the largest hospital as markedly as 
it affects the man selling pencils on 
the street. The cost of living went 
up—and on a streamlined elevator. 

Here are the sorry facts: Whole- 
sale prices in the basic commodities 
rose an average of 18.2 per cent 
during the year. This increase 
ranged from a “mere” 6.6 per cent 
for chemicals and allied products 
to a whopping 32.5 per cent for 
fuel and lighting materials. Foods 
rose nearly 16 per cent, while farm 
products went up 20. Building ma- 
terials went even farther out of line 
and ended 1947 costing 21.3 per 
cent more than they did a year 
earlier. 

Lumber, which started 1947 at 
an unbelievably high level, gained 
more than 50 per cent during the 
year. In November, the latest date 
with available figures, wholesale 
lumber was selling at 295.6 per 
cent of its 1926 and 1939 price. It 
took nearly three dollars to buy a 
dollar’s worth of lumber. 

By comparison, cotton goods look 
much better. In November it cost 
“only” $2.09 to buy a dollar’s worth 
of cotton goods. Textiles in gen- 
eral ended the year at 147.5 per 
cent of “normal,” an increase of 
10.5 per cent since 1946. 

The wholesale dollar value for 
January 3 was a faltering 60.8 
cents and had slipped to within a 
penny of its alltime low of 59.8 
cents in May 1920. In the 35, days 
from November 29 to January 3, 
dollar value had dropped 1.65 
cents. ‘This value is computed on a 
dollar-for-dollar basis in. 1926. 
Karly last month, consumers were 


FEBRUARY 1948, VOL. 22 


made optimistic by a hesitant de- 
cline in food prices. Butter was 
wavering. It had started the year at 
its highest peak but had slipped 
several cents a pound. There was 
hope that this would continue — 
then the trend reversed. 
for Decembei 


Price decreases 


were negligible and there were 
some notable increases. Foods, 
which had declined hesitantly, sud- 
denly gained in a week what they 
had lost in nine. 

If reading these figures is de- 
pressing, compiling them is more 
so. The Bureau of Labor Statistics 
is an office of long faces. These 
faces grew longer recently when the 
chief of the prices and cost of living 
branch announced that he was 
quitting his job for private em- 
ployment. He said he could not af- 
ford it any more. 





Weekly Index Numbers o 


Nov. 29 
1947 


Jan. 4 


COMMODITY 1947 


All commodities . ] 159.8 
Farm products . 16 190.3 
All foods .. : 15 178.3 
Textile products 13 144.7 
Fuel and lighting 
materials ; Pe 
Building materials -.........1 
Chemicals and allie 
Se 
Raw materials -.. ] 
Semi-manufactured 
articles _.. e 
Manufactured products 


] 
] 
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xe 
- 
8 
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157 
152 


Source: Bureau of Labor Statistics. 


TABLE 1—PRICE INCREASE CONTINUES 


f Wholesale Prices—1926=100 
% of change 
1/4/47 


Dec.6- Dec.13 Dec.20 Dec.27 Jan.3 ° 

1947 1947 1947 1947 1948 1/3/48 
161.0 161.4 162.5 163.0 164.4 18.2 
193.6 196.2 196.9 197.6 199.2 19.9 
179.6 179.0 178.2 177.8 181.3 LP 
145.3 146.3 146.9 146.9 147.5 19.5 
119.4 120.2 126.2 W207 128.5 32.5 
187.6 188.4 189.1 189.1 189.4 21.3 
138.4 135.1 132.9 133.0 135.0 5.6 
180.0 180.9 183.4 183.4 184.5 20.5 
157.3 157.9 156.9 157.4 157.9 15.9 
153.3 153.7 154.4 155.0 156.6 16.8 


The weekly index is calculated from a one-day-a-week price. It is designed as an indication 
of week-to-week changes and should not be compared directly with the monthly index. 








*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—DOLLAR NEARS NEW LOW 


Monthly Index Numbers of Wholesale Prices—1926—100 


Nov. Nov. Nov. Nov Nov. Nov. Oct. Nov 

COMMODITY 1937 1939 1941 1943 1945 1946 1947 1947 
All commodities ... 83.3 W i "4 92.5 102.9 106.8 139.7 158.5 159.5 
Farm products ... ae oo | 67.3 90.6 121.4 131.1 169.8 189.7 187.9 
EOOGS: ......<..0...- 2 2 Sant 72.3 89.3 105.8 107.9 165.4 177.8 178.0 
Textile products hie 76.4 91.1 97.7 101.1 131.6 143.0 144.7 
Cotton goods ....... wicse\ MOE 74.8 105.4 112.9 125.1 -174.7 204.6 209.1 
Fuel and lighting materials. 78.2 74.1 78.8 81.2 84.6 94.5 115.9 118.1 
Anthracite coal . 79.8 76.1 85.3 906 1022 135 I228 i233 
Bituminous coal .- . 99.2 98.1 108.2 1166 124.8 137.4 172.2 173.3 
Electricity 83.1 76.5 68.2 58.3 68.0 65.2 % * 
oo ee 83.1 82.2 git) 77.0 79.1 84.4 86.8 * 
Building materials 93.7 93.0 107.5 113.1 18.7 11455 185.8 t87.5 
Brick and tile.... 92.9 91.6 966 100.0 116.7 129.1 145.6 147.3 
Cement . a 88.8 91.3 93.1 93.6 100.5 107.0 120.1 120.6 
Lumber : 93.2 100.1 128.7 147.9 157.8 192.1 290.0 295.6 
Paint and paint materials 81.5 84.9 95.3 103.2 107.8 151.3 161.4 161.8 
Plumbing and heating 

materials ee 79.6 79.3 87.9 91.8 95.0 107.2 136.0 136.0 
Structural steel 114.9 107.3 107.3 107.3 107-3 *120.1 143.0 143.0 
Other building materials 98.7 92:9 103.2 162.2 105.9 12533 1925 1526 
Drugs and pharmaceutical 

materials . ; 83.4 TST. W270 «61063 107 1828 37:5 St) 
Raw materials . 77.2 72.4 90.2) 1103 8S 1534 1750 1755 
Semi-manufactured articles . 79.8 82.1 89.7 92.9 96.9 129.1 154.0 156.4 
Manufactured products .... 86.7 82.0... 93.8. 100:2 1022 1347 BSE.) SZ) 
Purchasing power of dollar $1.200 $1.263 $1.081 $.972 $.936 $.716 $.631 $.627 



















Philadelphia Hospitals Organize for 
JOINT PURCHASING 





HEN THE Hospital Purchasing 

Service of Pennsylvania was 
formed late last year, the 45 hospi- 
tals that joined acquired the ser- 
vices of a salesman that always is 
interested in offering the highest 
possible quality at the lowest possi- 
ble price. This service is essentially 
a source of supply that acts as a 
buffer against mounting costs, but 
it is expected also to improve stand- 
ards and save the individual pur- 
chasing agent’s time. 

Though organized independent- 
ly as a nonprofit corporation, the 
service was helped along by the 
Hospital Council of Philadelphia. 
In a letter last October the council 
formally sponsored this service to 
its membership. It will supplement 
rather than supplant present hos- 
pital purchasing activities. 


Conference Period 


This announcement was the cul- 
mination of six months of commit- 
tee sessions and several forum dis- 
cussions with hospital purchasing 
agents and dietitians. There also 
were many conferences with execu- 
tives of such successful joint pur- 
chasing services as those in Cleve- 
land and New York. 

Besides giving its sponsorship, 
the Hospital Council advanced the 
service $2,500 for committee and 
organization expenses. 

On November 17, Donald L. 
Reams, formerly the War Assets 
Administration coordinator for the 
distribution of surplus foods and 
purchasing agent for an impor- 
tant Philadelphia hospital, was in- 
stalled as the general manager. 

Before office furniture had been 
installed at temporary headquar- 
ters, arrangements were made to 
purchase 200 surplus beds and 500 
surplus mattresses from the Naval 


Hospital. This supply was oversub- 


cribed by member hospitals at sav- 
ings exceeding the annual dues for 
the 18 hospitals that participated. 
These dues range from $25 to 


94 





C. RUFUS ROREM, Ph.D. 
EXECUTIVE SECRETARY 
HOSPITAL COUNCIL OF PHILADELPHIA 


$100, according to the hospital’s 
size. Other financial support came 
from g per cent, 10-year loans. 
Twenty-three new members loaned 
a total of $20,000. 

Active membership is open to 
any nonprofit hospital. Eight of the 
45 members came from outside the 
council’s eight-county area. After 
the program is under way, related 
institutions and welfare agencies 
will be invited to apply for asso- 
ciate membership at the same dues 
rate, without voting privileges. 

The Hospital Purchasing Service 
of Pennsylvania is administered by 
a board of 15 directors, four of 
whom must also be directors of the 
council. 

Administrative policies and meth- 
ods will be developed by experi- 
ence. The present plan is to limit 
purchases to a relatively small num- 
ber of items, particularly those pur- 
chased frequently and in large an- 
nual volume by member hospitals. 

Operations will be financed in 
part by percentage mark-ups on the 
prices of goods contracted for on 
behalf of the members. Net earn- 
ings will be applied to repayment 
of loans, accumulation of perma- 
nent working capital and declara- 
tion of patronage refunds in ac- 
cord with purchases. . 

For the time being, goods will 
not be stored or purchased for re- 
sale by the service. It will act merely 
as agent in contracting to purchase 
on behalf of members. A maximum 
credit period of go days has been 
established temporarily. 

Before the Hospital Purchasing 
Service of Pennsylvania could go 
into operation, there was the job 
of selling the idea to trustees, ad- 
ministrators, purchasing agents, die- 
titians and salesmen. 

The trustees were convinced easi- 
ly that their hospitals had a fair 








chance of saving more mon. y 
through cooperation than by 
dependent action. As one trusi:e 
put it: “I will ask our adminis‘: a- 
tor to explain why the plan mi: it 
not offer economies for us. Un! ss 
he can do so, we will join.” 

Large hospital administrat: +s 
promoted the idea enthusiastica| y, 
They were prompt in applying ‘or 
membership and loyal in_ reco: 
mending subscriptions for the wor «- 
ing capital loan. This support was 
not prompted entirely by generosity 
to the small institutions. One ad- 
ministrator said that often he had 
gained by cooperating with two or 
three hospitals, so why not with a 
larger group? 

“Moreover,” he continued, “I 
often get better quotations on small 
purchases because I have an alter- 
native source of supply.” 


Purchasing agents for many years 
had pooled their interests in a “Hos- 
pital Purchasing Group” which had 
recognized the values of having an 
informed scout looking out for its 
interests. Since there are scarcely a 
dozen fulltime purchasing agents in 
the Philadelphia area, this new serv- 
ice was welcomed as an aid. 

Dietitians may or may not clear 
their orders through the purchas- 
ing agent’s office. This central serv- 
ice will not disturb existing ar- 
rangements but is expected to bring 
to light frequent bargains within 
the standards of quality required 
for an adequate dietary service. An 
advisory committee from the Phila- 
delphia Hospital Dietitian’s Asso- 
ciation will be available to the 
general manager for consultation. 


Obligations 


The service is well adapted to 
the free enterprise philosophy 
which considers large scale activity 
a proper procedure. Businessmen 
who contribute to hospital deficits 
should expect these institutions to 
purchase materials and organize 
work with the greatest economy. 

Miracles are not expected, but 
the service is confident of rendering 
aid by remaining constantly alert 
to the welfare of the members. Hos- 
pitals in Philadelphia spend about 
15 million dollars annually, exclu- 
sive of payrolls. The size of this 
sum obligates hospital people to 
explore the advantages in quality 
and price gained from joint action. 
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THE KELEKET 


250 KVP-15 MA 


THERAPY UNIT 


Exceptional therapeutic range 


Unusually compact .. . easier 
om alelalei (=) 


Maximum radiation intensity 


For the treatment of deep, intermediate 

or superficial lesions . . . here’s the latest 
from Kelley-Koett. The new 250 KVP-15MA 
Therapy Apparatus gives you effective, 
simple and economical equipment in the 
range most frequently used by the 
profession... readily meets the heaviest 
demands of busy therapeutic centers. 
Using a self-rectifying X-ray circuit, a 
vastly improved tube, and a new light 
and compact tubehead, this’ unit is 
positioned manually for the ease and 
comfort of operator and patient. 


Write for detailed literature. 


RADIOLOGICAL RATINGS 


The X-ray output at 110 KVP 15 MA is at least 30R per 
minute at 50 cm. focal-skin-distance, using a 20 x 20 

cm. field with no added filter. 

The half-value-layer of the 250 KVP radiation filtered 
with 2 mm. of.copper and 1 mm. of aluminum added filter 
and the inherent filtration of the apparatus is equivalent 

to 2.56 mm. copper. 

For Other Ratings See.Literature. 
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2352 W. FOURTH ST. ie COVINGTON, KY. 
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Outlook for 
Food in 1948 











While the American food supply 
in 1948 is expected to be somewhat 
lower than last year, it still will be 
above the pre-war levels. But the 
hospital’s food dollar probably will 
not go quite so far. Price increases 
are expected for most foods. 

The U. S. Department of Agri- 


culture expects a yield about 14 
per cent higher than the 1935-39 
average but only g7 per cent of last 
year’s mark. Here are some specific 
estimates for 1948: 

Meats: Supplies probably will 
average about 146 pounds per petr- 
son, 10 pounds less than in 1947 
but 20 pounds more than the aver- 
age for 1935-39. Prices will increase. 

Fish: Less meat will mean more 
demand for fish. If weather coop- 
erates and prices remain firm (and 
this is expected), the supply of 





Ravenswood Individual Care Aluminum Bassinet 


Greater protection for the infant, new. conveniences for the nurse 


© 
Four inches wider inside 
(not outside) than con- 
ventional types 
e 
Transparent Lucite sides 
for draft protection and 
greater visibility 
« 
Easy to adjust tilting 
bottom for the newborn 
e 


Convenient drawer holds 
ample sterile supply 





























See June issue 


° 
“Hospitals” 
page 110 


Here is a new bassinet designed from the standpoint of those who actually 
work with nursery equipment. The enclosure is integral with the frame, 
providing an approximate increase of four inches to the inside width, yet with 
no increase overall. The height, too, is such that the nurse does not have to 
stoop as she does when working with conventional types. The framework 
is fashioned of one-inch square, anodized aluminum tubing; lightweight, yet 
has the strength of steel. Sides are Lucite—transparent as glass, but with no 
danger of shattering. Aluminum bottom tilts to an angle by means of a friction 
lock, and is well ventilated by perforations. Overall dimensions: width, 18 
inches; length, 30 inches; height, 3814 inches from floor to top of side. Inside 
dimensions of enclosure: 1614 inches wide; 2854 inches long. Steel drawer, 
aluminum finished, measures 1514 inches wide by 1714 inches long by 7 inches 
deep—a sufficient size for holding an ample sterile supply. Bassinet is mounted 
on 3-inch casters—two equipped with brakes. 


21P9271A — Ravenswood Individual Care Aluminum Bassinet, as described, 


Went GLAWEt, SBC, ..66.56504 05s scacne ee ep ee ites Based $54.00 
21P9271B — Same, but with end drawer (end opening), each .......... 60.00 
21P9271C — Same, but with center drawer (side opening), each........ 60.00 


A. S$. ALOE 


General Offices: 1831 Olive St., ST. LOUIS 3, MO. 
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fresh and frozen fish may increase 
somewhat. Larger imports are cx- 
pected. 

Poultry and Eggs: Less chicken per 
person is the prospect. Egg and 
turkey consumption will remain 
about the same. Egg prices will not 
drop. 

Dairy Products: Civilian supplics 
will be about the same. With lower 
export demands, more milk will go 
into butter production, which 
should rise about 5 per cent. 

Fats and Oils: The poor corn crop 
will cause hogs to be marketed at 
lighter weights, lowering the yield 
of lard. Edible vegetable oil produc- 
tion will increase during the first 
half of the year. Imports of food 
fats and oils probably will remain 
small and the price level high. 

Fruit: Banana imports have been 
advancing, and the supply of dried 
fruits, especially raisins, will be 
plentiful. Supplies of canned fruits 
will be about the same. 

Vegetables: Commercial truck 
crops for the fresh market may be 
smaller, and a strong demand will 
keep prices high. Canned and froz- 
en vegetable supplies should be 
about the same. The potato suppl) 
will be adequate but prices will be 
up. 

Grains: Last year’s small corn crop 
will increase the demand for wheat 
for nonfood uses. Less wheat will 
be fed livestock and very little is 
expected to go into the production 
of alcoholic beverages. There will 
be greater local and export de- 
mand. 

Sugar: Supply will be larger. Sug- 
ar beet and cane sugar harvest in- 
creased last year, and another good 
production year is expected. 





Committee Plan for 
Purchasing Education 








PLANS FOR EXPANSION of the As- 
sociation’s educational program in 
hospital purchasing were discussed 
at a December meeting of the Com- 
mittee on Purchasing, Simplifica- 
tion and Standardization. 

Objective of the committee, as 
reaffirmed at the meeting, is to pro- 
mote better purchasing in the in- 
terest of more economical opera- 
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‘Round the country all year ‘round 


reports published in the medical literature 


keep telling... 


THE BENADRYL STORY... 


quick and economical relief in 


the majority of cases of allergy 


Report after report corroborates BENADRYL S Clinical 

efficacy. Study after study attests its value as an 

anti-histaminic agent in urticaria, penicillin and 

ae other drug sensitizations, food allergy, serum reactions, 
z contact dermatitis, hay fever, erythema multiforme, 


pruritic skin lesions, angioneurotic edema, and 


vasomotor rhinitis. 





BENADRYL HYDROCHLORIDE 


(diphenhydramine hydrochloride P. D. & Co.) 
is available in Kapseals® of 50 mg. each, 
in capsules of 25 mg. each, and as a palatable 


iS ay L ] elixir containing 10 mg. in each teaspoonful. 
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a Better 
WET 
MOP 


THANKS TO 
‘FULLER RESEARCH 


Fuller Wet Mops are 
better because the cotton 
yarn has been subjected to 
six thorough tests... tests 
for twist, tensile strength, 
both wet and dry, absorb- 
ency, wear, shrinkage, and 
rate of absorption. All 
these qualities are impor- 
tant in a good mop. That 
is why Fuller research ex- 
perts are continuously 
testing cotton yarns — to 
assure you that every 
Fuller mop has the proper 
balance of these essential 
features. No single qual- 
ity is built up at the 








expense of another... 


So, for the best in 
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tion of all hospitals. This will be 
accomplished, the committee be- 
lieves, through several methods. 
They are: (1) promoting realiza- 
tion on the part of the administra- 
tor of his obligation for good pur- 
chasing and the importance of good 
purchasing, (2) promoting educa- 
tional purchasing and research pro- 
grams aimed at better purchasing, 
and (3) promoting economy 
through better distribution and use 
of equipment and supplies. 

One step in the expansion, ac- 
complished early in December, was 
the addition of a full time pur- 
chasing specialist to the headquar- 
ters staff. 

Education: The committee felt 
that there is real need for an edu- 
cational program in hospital pur- 
chasing. Hospitals that need the 
services of someone to take charge 
of this department are at a loss to 
know where to turn for capable 
employees. While institutes, sec- 
tional meetings at state and re- 
gional convention and on-the-job 
training attempt to add to the pur- 
chasing knowledge of buyers and 
administrators, they fall short of 
what is desired or considered neces- 
sary. 

The committee believes that a 
course of training, at least at high 
school graduate level, would im- 
prove the situation a great deal if 
a demand for graduates is created 
by making administrators conscious 
of the importance and economy of 
good purchasing. 

Institutes: Present high commodi- 
ty prices increase the importance of 
sound purchasing principles and 
emphasize the necessity for trained 
and experienced employees in pur- 
chasing departments, the commit- 
tee felt. For this reason, it was de- 
cided that the program of institutes 
should be continued and _ active 
participation of purchasing depart- 
ment employees encouraged. 

At the same time, the committee 
will continue to try to find other 
means of supplementing training. 

Standardization: The standardiza- 
tion and simplification. program of 
the committee has been satisfactory 
to the extent that a great deal of 
work has been done by subcommit- 
tees acting as sponsors and by rep- 
resentation on committees formed 
by other sponsors. 

Among projects recently com- 


pleted are: Commercial standar 
for blankets for hospitals, simp 
fied list of hypodermic needles, : 
vision of the simplified practi 
recommendation for surgical gau. 
revision of standards for surgic.:! 
dressings, commercial standards | 
patients’ gowns and commerci 
standards for tongue depressors. 

Other projects that are almost 
completed include standards ai 
simplified practice recommend 
tions for surgical instruments; cli): 
ical thermometers; flat rubber 
goods (cloth inserted); textiles such 
as towels, diapers and pillow cases; 
sheets and sheeting; bone plates, 
screws and drills; hospital beds (re- 
vision); casters and foam rubber 
mattresses. Results of these projects 
will be available in pamphlet form 
in the near future. 

Another pamphlet, the “Manual 
of Specifications for Canned Fruits 
and Vegetables,” will be printed 
soon. This publication was com- 
piled with the assistance of Mar- 
garet Gillam, Association dietetics 
specialist. 

Recommendations: The commit- 
tee is concerned about the extent 
to which standards or simplified 
practice recommendations are used 
by hospitals and intends to promote 
their widespread adoption. 

The economy of eliminating un- 
necessary variety in types, sizes, 
shapes and designs is apparent, yet 
out of 57 persons who attended a 
recent purchasing institute, only 
two had ever seen or heard of 
the simplified list of hypodermic 
needles. Most of these persons were 
occupied with purchasing duties at 
least part time. 

Specialist: Aims of the purchasing 
specialist were discussed during the 
meeting. His job, as approved by 
the committee, covers four main 
fields of effort. These are: (1) pro- 
motion of better purchasing to the 
advantage of the whole hospital 
field in keeping with the objectives 
of the committee; (2) promotion of 
institutes and such contacts as may 
be desirable: with state and regional 
hospital association; (3) assistance 
in all activities of the Committee 
on Purchasing, Simplification and 
Standardization while acting 4s 
committee secretary, and (4) such 
work with the National Bureau of 
Standards as time permits.—LEON- 
ARD P. Goupy. 
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For Future Headlines 

Most of the real work of Congress is done in its 
committees. And the committees usually assign sub- 
committees to work on specific problems. So while 
floor debates on major issues make headlines, current 
committee activity is a good guide to the forthcoming 
Congressional program. 

On Health Bills: The Subcommittee on Health of 
the Committee on Labor and Public Welfare in the 
Senate was scheduled to resume its hearing on S.545, 
the Taft bill, on January 26. It was delayed 10 days 
for the completion of a report. by the Brookings In- 
stitution on the relative merits of $.545 and S. 1320, 
the compulsory health insurance bill. Chairman Smith 
was also expected to report on his poll of state govern- 
ors on the same question. Nearly all his replies were 
said to be opposed to federal intervention in health 
problems. 

On Taxing Measures: The Ways and Means Com- 
mittee of the House of Representatives has heard from 
the hospital field on three subjects: (1) revision of the 
Social Security Act to include nonprofit hospital em- 
ployees; (2) revision of the excise tax structure to give 
voluntary hospitals equal treatment with government- 
al institutions, and (3) continuance of the provisions 
of the Internal Revenue Code by which nonprofit hos- 
pitals are exempted from federal income taxes. The 
last two of these are clearer than the first. There is 
some possibility of excise tax revision. The position 
of hospitals with regard to income taxes is not likely 
to be changed. 

But the key to Social Security Act revision may lie 
in the Senate Finance Committee, which appointed its 
advisory council only last September. This advisory 
council is making a staff study of the problem which 
will not be completed until well into the spring. So 
while legislation must originate in the House Ways 
and Means Committee, none has been started yet, and 
the Senate Finance Committee is not in a position yet 
to handle any legislation on the subject. 

The Agriculture Committees of House and Senate 
probably will be called on to study numerous propos- 
als to remove the discriminatory taxes on oleomargar- 
ine. Members of Congress are getting lots of mail on 
the subject. (See Dietetics Comment, page 72.) 

On Appropriations: The activities of the appropri- 
ations committees in both houses will be of interest to 
hospitals in several ways. The Public Health Service 
has submitted its report on construction projects which 
the Surgeon General has approved under the Hill- 
Burton Act, and Congress will be under obligation to 
appropriate funds to meet these approvals. The ques- 
tion of appropriations for subsequent years of the Hill- 
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Burton program will also be a subject for the Appro- 
priations Committee. 

The hospital field will be interested in the growing 
appropriations for various health programs of the fed- 
eral government. The budgets of the Children’s Bur- 
eau, the Public Health Service, the Office of Vocational 
Rehabilitation, the Federal Security Agency, the Vet- 
erans Administration and other agencies will be pub- 
lished in this magazine as they become timely. 

On Hospital Planning: A Subcommittee on Hospi- 
talization of the Armed Forces Committee of the 
House of Representatives plans to investigate the over- 
lapping of Army, Navy, and Veterans Administration 
hospitals, with a view to eliminating the wasteful ex- 
penditure of federal funds which has resulted from 
the lack of coordinated planning. 


Potential Presidents—No. 2 

(This is the second of a series of brief comments 
about the men often mentioned in discussions of pos- 
sible presidential candidates.) 

“Would that mine adversary had written a book” 
(Job 31:35). Youthful (41) Harold Edward Stassen 
has done just that. In “Where I Stand”. (Doubleday 
& Co., $2), this former Minnesota governor and Repub- 
lican presidential hopeful lists his opinions on a multi- 
tude of international and domestic problems—among 
them the nation’s health. 

Despite the title of his book, Mr. Stassen’s stand on 
some issues is none too certain. While he denounces 
the Wagner-Murray-Dingell (he spells it Dingle) Bill 
and “compulsory insurance, established by the federal 
government, to cover all medical and hospital care,” 
he does recommend “a federal-state insurance ap- 
proach to the exceptionally heavy doctor and hospital 
bill.” 

Under his plan, “every American now on the Social 
Security rolls could be provided with insurance against 
hospital or medical expense in excess of $250 a year.” 
Those not covered by Social Security could pay an 
annual fixed fee for this protection. Mr. Stassen would 
encourage voluntary prepayment plans to help with 
the first $250. In his Highland Park, IIl., speech last 
November, the aspirant limited his coverage to “the 
major cases, and only the major cases.”” He gave no 
details of its financing or operation. 

Mr. Stassen’s other recommendations include: (1) 
underwriting (he did not say by whom) part of the 
income of small community doctors; (2) “an annual 
checkup of all school children, with funds (expenses) 
to be shared by federal, state and local treasuries;” 
(3) more emphasis on health education and preventive 
medicine in the Public Health Service, and (4) general 
endorsement of the provisions of the Hill-Burton Act. 
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Dr. Hawley: Chief Executive Officer 


When Paul R. Hawley, M.D., 
resigned as medical director of the 
Veterans Administration in Decem- 
ber, he wanted to (1) take a rest, 
and (2) go into private medical 
practice. He ended up doing neith- 
er. First he took on three special 
government assignments, then he 
accepted a post as chief executive 
officer of the Blue Cross Commis- 
sion and Associated Medical Care 
Plans (Blue Shield Commission). 


After Dr. Hawley takes over his 
new assignment April 1, his time 
will be spent coordinating the ac- 
tivities of Blue Cross and Blue 
Shield. He will be called on to di- 
rect work intended to lead toward 
a common national organization 
of the two commissions. He also 
will be concerned with public and 
professional relations and with the 
national enrollment problems of 
the two groups. 

In Washington last month, R. F. 
Cahalane, then chairman of the 
Blue Cross Commission, explained 
the Hawley appointment this way: 
“The reason we got Dr. Hawley 
to take this position is that the two 
plans, Blue Cross and Blue Shield, 
have recognized the need for uni- 
fication in health services . . . We 
have not had that kind of unifica- 
tion because both Blue Cross and 
Blue Shield are still in the experi- 
mental stage.” 

By the time Dr. Hawley takes 
over his new job in Chicago, the 


three assignments he accepted after 
leaving the Veterans Administra- 
tion will be finished or he will be 
on inactive status. At present he is 
chairman of Defense Secretary For- 
restal’s committee studying coor- 
dination of armed forces medical 
and hospital facilities; special as- 
sistant to Carl R. Gray Jr., admin- 
istrator of veterans’ affairs, and a 
member of the National Security 
Resources Board. 

Dr. Hawley’s new job ($15,000) 
will not pay nearly as much as he 
might make in some other phase of 
medicine. But,- in his words, “I 
have accepted this position solely 
because is offers an exceptional op- 
portunity to contribute to the im- 
provement of the medical care of 
our people. From a financial point 
of view it is far from being the 
most attractive position offered 
me since my resignation from the 
Veterans Administration. I am not 
at all sure that I can measure up 
to this challenge. But what I lack 
in ability I shall try earnestly to 
make up in enthusiasm and devo- 
tion to this task.” 

Dr. Hawley spoke out strongly 
for the voluntary system as op- 
posed to government control of 
medicine. “I have seen government 
medicine in operation in other 
countries,” he said, “and I know 
what government control does to 
medicine. I want no part of it for 
our people.” 





TALKING TOGETHER after announcement of Dr. Paul R. Hawley's new job as chief executive 
officer for the Blue Cross and Blue Shield (Associated Medical Care Plans) Commissions 
were (left) Frank E. Smith of Blue Shield, Dr. Hawley and Richard M. Jones of Blue Cross. 
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“Government control,” Dr. Haw- 
ly said, “tends to curb all initia- 
tive in medicine and it tends to 
protect the poorer practitioner and 
does not encourage the good ones 
It also tends to destroy the patient 
doctor relationship. It becomes the 
usual relationship of the citizen 
to the government employee . . . Ii 
becomes a job to the doctor... 
You tend to forget the humanitar- 
ian end of medicine. 

“There is a job to be done,” he 
said. “I think it is a great chal- 
lenge. Basically, American medi- 
cine is very sound, and the real 
leaders of American medicine are 
as concerned about these problems 
as any of us are. I hope to get the 
active support of the real leaders 
in American medicine. They are 
the real reason we have been as 
successful as we have been in the 
Veterans Administration. They 
stayed right with us and contribu- 
ted tremendously of their time and 
effort.” 

Announcement of Dr. Hawley’s 
new job was made last month at 
a dinner in Washington. Among 
persons who spoke on the program 
were Graham L. Davis, president 
of the American Hospital Associa- 
tion; Edward L. Bortz, M.D., presi- 
dent of the American Medical As- 
sociation; Roy E. Larsen, president 
of Time, Inc., and president of the 
United Hospital Fund of New 
York; L. Howard Schriver, M.D., 
president of the Blue Shield Com- 
mission; Mr. Gray and Mr. Caha- 
lane. 


Saskatchewan Payment 


A revised system of payment to 
hospitals was adopted by the Sas- 
katchewan Hospital Service Plan 
just one year after the first large- 
scale compulsory hospital insur- 
ance plan in North America went 
into effect. The plan covers the en- 
tire province of Saskatchewan and 
almost the whole provincial popu- 
lation. 

1947: Payment for patient care 
during the first year of operation 
was made on a point rating system 
which was based on hospital facili- 
ties. While this was valuable in en- 
couraging hospitals to improve 
their facilities, it was not closely 
related to operating costs of indi- 
vidual hospitals. As a result of the 
system some hospitals realized pro- 
fits while others had _ substantial 
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deficits. Toward the end of 1947 
the provincial government agreed 
to share operating deficits in cases 
of real hardship. 

A number of modifications to 
the point system were tested in 
relation to experiences of 34 Sas- 
katchewan hospitals during the 
year. No feasible modification of 
the system could be found. It was 
decided then to work out a system 
of payment that would reflect the 
cost of efficient operation of indi- 
vidual institutions. The point sys- 
tem will not be discarded com- 
pletely, however, but will be used 
as a means of setting standards for 
the different types of institutions 
in the system. 


New Rates: The new rates are to 
be established as soon-as possible 
and made retroactive to January 1, 
1948. Since costs are uncertain, new 
rates will apply for the first six 
months of 1948 and any necessary 
adjustments will be worked out for 
the second half of the year. While 
rates are being determined hospi- 
tals are being paid on their final 
1947 Yate or an interim figure 
based on available financial data. 

Payments: In 1947 payment was 
made for the care of newborn in- 
fants at the same figure as adults. 
This policy was found to discrim- 
inate against hospitals with a rela- 
tively small proportion of mater- 
nity cases. Under the new system 
a flat rate of $2 a day will be paid 
for care of newborns in all hospi- 
tals, and the rate of adults and 
children will be adjusted in rela- 
tion to net costs for the particular 
institution. 

Hospitals.are divided into three 
broad groups according to size. The 
method of determining the exact 
amount to be paid any hospital 
will vary according to its size. 

Large hospitals will participate 
in the establishment of their pay- 
ment rates, which should approxi- 
mate their operating cost. The pro- 
vincial government will not share 
profits or losses incurred by these 
hospitals. 

In smaller hospitals, where pay- 
ment rates will be somewhat arbi- 
trary, the hospital authority will 
participate in setting rates to a les- 
ser degree. The government will 
share operating losses on a_ basis 
similar to that established in 1947. 

Individual contracts will be ne- 
gotiated with every hospital having 
a normal capacity of 50 or more 
beds. Rates are to be established 
for the first six months of the year, 
but will be subject to review on 
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request of the hospital or the 
Health Services Planning Commis- 
sion. 

In hospitals with 15 to 49 beds, 
rates will be determined on the 
basis of 1948 estimates and actual 
experience of the hospital and com- 
parable institutions in 1947. The 
government will pay legitimate op- 
erating deficits up to a maximum 
of 80 per cent. 

Rates will be determined in hos- 
pitals with less than 15 beds after 
a review of all information avail- 
able on factors affecting cost and 
study of the actual financial exper- 
ience of small hospitals and nurs- 
ing homes in 1947. The govern- 
ment will share legitimate operat- 
ing deficits up to as much as 100 
per cent, with the extent of assis- 
tance determined by the institu- 
tion’s willingness to accept advice 
on ways to operate efficiently and 
economically. 


Contributed services of Sisters in 


Catholic hospitals will be charged 
in full as operating expenses but 
not as operating revenue. 

Frederick D. Mott, M.D., is chair- 
man of the Health Services Plan- 
ning Commission. 


Massachusetts Resignation 


R. F. Cahalane, executive direc- 
tor of Massachusetts Hospital Serv- 
ice, resigned his position on Janu- 
ary 13. He had been director of the 
Massachusetts Blue Cross plan since 
it was organized in 1937. At a meet- 
ing of the plan’s board of directors, 
at which Mr. Cahalane’s resigna- 
tion was accepted, Roger W. Har- 
dy, Boston lawyer and clerk of the 
board, was named acting director. 

Mr. Cahalane also resigned as 
chairman of the Blue Cross Com- 
mission. J. Douglas Colman, execu- 
tive director of Maryland Hospital 
Service and commission vice chair- 
man, will serve as acting chairman. 





MR. CAHALANE, resigned 





A new chairman will be elected 
at the February Blue Cross Com- 
mission meeting. 


Maryland Medical Plan 


A voluntary nonprofit prepaid 
medical care plan for Maryland has 
been approved by the state insur- 
ance department. To be known as 
Maryland Medical Service, Inc., the 
plan will be a separate organiza- 
tion from Blue Cross, but will 
be administered by the state Blue 
Cross plan. 

J. D. Colman, executive director 
of Maryland Hospital Service, re- 
ports that the medical plan will be 
offered to the public about Octo- 
ber 1 after a majority of doctors 
doing hospital practice agree to 
participate. Richard F. Kieffer, 
M.D., medical director for both 
plans, will confer with county med- 
ical societies and the staffs of Balti- 
more hospitals to secure physicians’ 
agreements. 


Vice President 


John F. McCormack, former su- 
perintendent of Presbyterian Hos- 
pital, New York City, was named 
executive vice president of United 
Medical Service, according to a Jan- 
uary 19 announcement. Mr. Mc- 
Cormack will aid United Medical 
Service with joint activities under- 
taken by that organization and its 
affiliate, Associated Hospital Serv- 
ice, the New York Blue Cross plan. 

Mr. McCormack is a past presi- 
dent of the New York State Hospi- 
tal Association, the Greater New 
York Hospital Association and the 
Hospital Bureau of Standards and 
Supplies. He is a former delegate 
from New York to the American 
Hospital Association. 


Non-Group Membership 


Membership on a _non-group 
basis was offered to persons by two 
state Blue Cross plans recently. 
One of these was Hospital Service 
Corporation of Rhode Island, 
where 20,000 persons were added 
to the plan membership. This is 
the fourth time such an enrollment 
drive has been conducted in Rhode 
Island and was the first time in 
the plan’s history that persons over 
65 were accepted. 

The other plan offering non- 
group membership was Northwest 
Hospital Service, Portland,. Ore. 
There employed persons under 65, 
and unable to qualify for group 
membership were offered subscrip- 
tions. 
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Congress’ Second Session Under Way 


When the President vetoed S.5,26, 
the National Science Foundation 
Bill, last summer, everyone expect- 
ed a new bill to be introduced early 
in the second session—a bill which 
would not be vetoed. Last month, 
Rep. J. Percy Priest, a Tennessee 
leoadens, introduced H.R. 4852 
as the National Science Foundation 
Act of 1948. This bill gives the 
President authority to appoint the 
foundation’s director — authority 
not granted in S. 526 and which the 
President wanted before he would 
sign. The bill probably will be 
amended, but some such measure 
is expected to pass this year. 

Social security bills continue 
their regular appearances in the 
legislative hopper. Among these are 
H.R. 4751 by Rep. Hugh D. Scott 
Jr., (R., Pa.) which would permit 
lump-sum death payments, in cer- 
tain cases, to nonprofit institutions 
as reimbursement for burial ex- 
penses. 

At his annual conference of state 
and territorial health officers in 
December, U. S. Public Health 
Service Surgeon General Thomas 
Parran mentioned the desirability 
of setting a $250,000 a year floor 
beneath state allotments under the 
Hospital Survey and Construction 
Act. A few days later, Alaska’s Rep. 
Edward L. Bartlett introduced 
H.R. 4816 to do just that. Alaska’s 
allotment this year is $41,400. 

H.R. 4739, by Rep. August H. 
Andresen (R., Minn.), will, if 
passed, provide for the free impor- 
tation of exposed x-ray film. 

For Veterans: A bill to grant hos- 
pitalization and medical treatment 
to veterans of occupation forces fol- 
lowing World War I, on a parity 
with war veterans, has been intro- 
duced by Rep. Walter B. Huber 
(D., Ohio). This is H.R. 4841. 

H.R. 4949 would provide hospi- 
talization and pensions to veterans 
of all campaigns between the Span- 
ish-American War and World War 
II, on a parity with war veterans. 
This bill was introduced by Rep. 
Bernard W. Kearney (R., N.Y.). 

W.H.O.: Senate Joint Resolution 
98, which authorizes the United 
States to participate in the World 
Health Organization, passed the 
Senate last year. Before adjourn- 
ment last summer, the bill was re- 
ported favorably on the floor of the 
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House, but the debates on the Taft- 
Hartley and income tax bills pre- 
vented final action. House approv- 
al is expected soon. 

Sen. Wayne Morse (R., Ore.) has 
introduced S. 1768, which would 
extend social security coverage to 
agricultural and domestic employ- 
ees and to employees of state and 
local governments. 

The first major piece of legisla- 
tion to clear the Senate this year 
was H.R. 3342, the Mundt “Voice 
of America” Bill, which passed the 
upper chamber by a unanimous 
vote last month. This educational 
interchange measure was approved 
by the House last June in slightly 
different form, so it now goes back 
to the lower chamber. 


Annual Budget 

One of the biggest recurring 
Congressional headaches is the an- 
nual budget, and 1949 appropria- 
tions promise to be no exception. 
Last month President Truman gave 
Congress his requests for the next 
fiscal year. He asked for nearly 40 
billion dollars, the largest peace- 
time budget in history. He proba- 
bly will not get it all. Three to five 
billion dollars may be knocked off 
this request before the appropria- 
tions bills get out of committee. 

Nearly 80 per cent of the total 
request was for war, its aftermath 
and efforts to prevent another one. 


Veterans: Part of this 80 per cent 
was the 6.1 billion dollars for the 
Veterans Administration — about 
one-half billion dollars below last 
year’s figure. The actual veterans’ 
appropriation request is for about 
5-1 billion dollars, but an addi- 
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tional billion is available in trust 
funds and outside the Treasury. 
Of this figure veterans’ hospitals, 
administrative costs and _ services 
other than pensions, insurance and 
readjustment benefits are to get 
about $1,342,000,000 under the ap- 
propriations request. This is about 
271 million dollars more than the 
1948 estimate. Veterans’ hospitals 
should get about $351,297,000. 
Health: Social welfare, health and 
security will receive more than 
$2,028,000,000 if the President’s 
budget is accepted in full. Of this, 
the President recommended 75, mil- 
lion dollars for the Hospital Survey 
and Construction program and 26 
million dollars for research and 
hospital facilities for the U. S. Pub- 
lic Health Service. Included in the 
1949 recommendations is a 60 mil- 
lion dollar appropriation to liqui- 
date 1948 contract obligations for 
Hill-Burton hospital construction. 
The Federal Security Agency, of 
which Public Health Service is a 
part, is to receive about 238 million 
dollars for promotion of public 
health if the full budget is accepted. 
This includes 15 million dollars for 
proposed health legislation. 


Health Insurance 


President Truman faced a cool 
and unreceptive Congress _ last 
month when he delivered his State 
of the Union message. Applause 
was scattered and polite. It was no- 
ticeably absent when he renewed 
his old plea for a system of com- 
pulsory health insurance. 

Said the President: “The great- 
est gap in our social security struc- 
ture is the lack of adequate pro- 
vision for the nation’s health. We 
are rightly proud of the high 
standards of medical care we know 
how to provide in the United 
States. The fact is, however, that 
most of our people cannot afford 
to pay for the care they need. 

“I have often and strongly urged 
that this condition demands a na- 
tional health program. The heart 
of the program must be a national 
system of payment for medical care 
based on well-tried insurance prin- 
ciples. This great nation cannot af- 
ford to allow its citizens to suffer 
needlessly from the lack of proper 
medical care. 

“Our ultimate aim must be a 


comprehensive insurance system to: 


protect all our people equally 
against insecurity and ill health.” 
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The New Administration in Office 


January 1 was a holiday, but it 
found at least one high govern- 
ment executive hard at work in his 
office. He was Carl R. Gray Jr., who 
had just been sworn in as adminis- 
trator of veterans’ affairs. By work- 
ing on New Year’s Day, this retired 
major general and former railroad 
man was following a precedent set 
by his father who became president 
of the Union Pacific railroad on 
January 1, 1920. 

Fourteen days after taking over 
his new job, Mr. Gray announced 
the appointment that the medical 
and hospital field had been await- 
ing: Paul Budd Magnuson, M.D., 
as chief medical director of the vet- 
erans’ program. 

Mr. Gray did not rush into this 
appointment. “I will make haste 
slowly in connection with that ap- 
pointment,” he had said. “I believe 
that to be surely one of the most 
important positions in the Veterans 
Administration, and to that extent 
I want to know. .. in an intimate 


friendly way the man that is ulti- 
mately chosen for that position.” 


The new administrator said he 
had “no previously earned knowl- 
edge of a soul except Paul Hawley, 
whom I have known intimately for 
years.” As for appointments and 
removals, he said he would not re- 
move or appoint anybody “until 
I know the reason why.” 

Arden Freer, M.D., deputy medi- 
cal director, acted as chief of the 
medical department for the two 
weeks between Dr. Hawley’s resig- 
nation and the appointment of Dr. 
Magnuson. 


The New Chief: The 64-year old 
Dr. Magnuson is a former professor 
of surgery and chairman of the de- 
partment of bone and joint sur- 
gery at Northwestern University’s 
medical school. He is an attending 
surgeon at Chicago’s Passavant 
Memorial Hospital and senior con- 
sulting orthopedic surgeon at Wes- 
ley Memorial Hospital in that city. 
He is also a civilian consultant to 
the Army’s surgeon general. 

Dr. Magnuson served under Dr. 
Hawley as chief of the administra- 
tion’s research and education unit 
and later as acting chief of profes- 
sional services. The two doctors 
will continue to work together for 
a while because Dr. Hawley’s ap- 
pointment as special assistant to 


FEBRUARY 1948, VOL. 22 


Mr. Gray will keep him in close 
touch with the veterans’ hospital 
program. 

The new chief had a lot to do 
with the medical program devel- 
oped during Dr. Hawley’s time as 
medical director. Dr. Magnuson en- 
gineered the close cooperation of 
medical schools with the adminis- 
tration. This program caused the 
affiliation of more than half of the 
126 veterans’ hospitals with Class 
A medical schools, and establish- 
ment of the administration’s resi- 
dency training program. 

Dr. Magnuson is a founder-mem- 
ber of the American Board of Sur- 
gery, and a fellow of the American 
College of Surgeons and the South- 
ern Surgical Association. Among 
other national organizations of 
which he is a member are the Amer- 
ican Board of Orthopedic Surgery, 
American Orthopedic Association, 
American Academy of Orthopedic 
Surgeons and the Clinical Ortho- 
pedic Society. 

One of Dr. Magnuson’s first jobs 
as medical director will be to im- 
prove the agency’s outpatient serv- 
ice by weeding out any doctors who 
have been overcharging or giving 
poor service. He said that the 
American Medical Association had 
agreed to take action in all cases he 
reports to them. This way, he said, 


‘“the A.M.A. will take the responsi- 


bility of cleaning its own house.” 

Dr. Magnuson emphasized that 
these unfair doctors are in the mi- 
nority and that they are all in the 
Outpatient clinics. “There is no 
chance for an attending man to get 
away with it,” he said, “because 
they are all under the supervision 
of the deans’ committee. 

The medical director opposed 
building veterans’ hospitals in iso- 
lated areas far from medical instal- 
lations and population centers. 
While he did not say he intends to 
change any locations already plan- 
ned, he emphasized the point that 
“we are going to build hospitals 
where we can get good doctors.” 

Dr. Magnuson expressed the 
hope that no doctor would remain 
in the agency except in an adminis- 
trative way, for more than 10 years. 
He wants his doctors to become so 
proficient in that 10 years that their 
services will be demanded in civil- 
ian medicine. “If we can’t produce 
a service which makes the doctor’s 
reputation as a great doctor,” he 
said, “then we are going to fall 
short of the goal.” 


Hawley Appointment: Mr. Gray’s 
first official act was to appoint Dr. 
Hawley as special assistant to the 
administrator of veterans’ affairs. 
Dr. Hawley, who will maintain an 
office in the central headquarters, 
will watch over the workings of 


ON THE last day of 1947 Carl R. Gray Jr., (left) new administrator of veterans affairs, 
took his oath of office from Stanley F. Reed, an associate justice of the Supreme Court. 
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the organization, especially in the 
department of medicine. When 
asked if Dr. Hawley would be a 
fulltime staff member, the admin- 
istrator replied that he had first 
call on the doctor’s services and 
time. “If I need Dr. Hawley 365 
days out of the year,” said the 
general, “I'll have him 365 days 
out of the year.” 

Dr. Hawley, then, will be a busy 
man. In addition to his veterans 
duties, he heads a committee study- 
ing integration of armed forces 
hospitals and he recently accepted 
a post as chief executive officer of 
the Blue Cross and Blue Shield 
commissions (see Prepaid Care). 


Construction 


Bids for four more veterans’ hos- 
pitals have been accepted by the 
Army Corps of Engineers. Bids 
were rejected for a fifth and the 
bidding time limit was extended 
for a sixth. 

A construction contract for $5,- 
712,739 has been signed for a 250- 
bed general hospital at Big Spring, 
Texas. A low bid of $5,082,500 got 
the construction contract for the 
200-bed general hospital at Poplar 
Bluff, Mo. Another construction 
contract has been signed for the 
200-bed general hospital at Grand 
Island, Neb. This bid was for $5,- 
244,854. 

Partial contracts have been 
signed for foundation, general ex- 
cavation and structural steel work 
on the 1,000-bed general hospital 
at Newark, N.J. Two contracts for 
this work totaled $1,849,990. Bids 
for the construction contract for 
this hospital are now being invited. 

All but the elevator bids for the 
200-bed general hospital at Clarks- 
burg, W. Va., were rejected. Only 
one general construction bid was 
filed—for $5,645,896. On a unit 
price basis, this was substantially 
higher than bids recently accepted 
for the last four veterans’ hospital 
construction projects. The elevator 
contract was let for $151,401. The 
Army also moved back to February 
3 the closing date for construction 
contract bids for the 200-bed gener- 
al hospital at Beckley, W. Va. 

Agency Architects: The Army 
and the Veterans Administration 
announced recently that adminis- 
tration architects again would take 
over the work on veterans’ hospi- 
tals. This task was given the Corps 
of Engineers when the huge pro- 
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gram of veterans’ hospital construc- 
tion began after the recent war. It 
was felt then that the administra- 
tion had inadequate facilities and 
personnel for this job, so architec- 
tural contracts were farmed out by 
the Army to private concerns. 
With comparatively few hospitals 
still not designed, the job has re- 
verted back to the administration. 
Civilian architects have worked on 
about 70 veterans’ hospitals. Fewer 
than 15 remain to be planned by 
administration architects. 


Report for 1947 


In its 242-page annual report for 
fiscal 1947, the administration last 
month issued a lot of figures on its 
sprawling hospital system. In every 
respect that system had grown dur- 
ing the year. 

As of June 30, the end of the fis- 
cal 1947 for the agency, America’s 
18,271,000 veterans were being cared 
for by 3,200 fulltime physicians, 
873 fulltime dentists, 10,500 full- 
time nurses. Complementing these 
were about 1,400 ASTP (Army) 
and V-12 (Navy) physicians as- 
signed to the administration for the 
two years of military medical serv- 
ice they agreed to furnish in return 
for federal payment for their medi- 
cal education. In addition, about 
1,800 senior cadet nurses were on 
duty at veterans’ hospitals, as were 
1,600 resident physicians, consul- 


tants and attending specialists on a 
part time basis. 

During the 1947 fiscal year, 53 3,- 
ooo veterans were admitted to hos- 
pitals as government patients. ‘This 
is 53 per cent more than the num- 
ber of admissions in 1946, While 
the number of service disability 
admissions in 1947 was 73.5 per 
cent greater than in 1946, these 
patients still made up only 18.23 
per cent of the total admissions. 
Nearly 436,000 ‘nonservice admis- 
sions dwarfed the 97,150 service 
disability score. 


Population: The greatest increase 
in veteran patient population came 
in the tuberculosis hospitals, which 
showed a gain of 47 per cent over 
1946. General medical and surgical 
patients increased by 27 per cent, 
psychotics by 8 per cent and other 
neuropsychiatric patients by 35 per 
cent in the year. 

General medical and surgical pa- 
tients made up 83.8 per cent of all 
1947 admissions, while tuberculosis 
patients comprised 4.6 per cent and 
neuropsychiatric patients 11.6 per 
cent. 

At the end of June, 12 per cent 
of all veteran patients were in tu- 
berculosis hospitals, 36 per cent 
were general medical and surgical 
patients, 45 per cent were psychot- 
ics. ‘The remaining 7 per cent had 
other neuropsychiatric disorders. 

Not all these patients were in 





Veteran population, total 
World War II veterans 
Veterans of other wars 
Hospital admissions of VA 
patients, total 
General medical and surgical 
Tuberculosis 
Neuropsychiatric 
World War Il patients 
All others 
Number of service disabilities 
Number of nonservice disabilities 
Discharges of VA patients 
Total authorized beds as of June 30 
Total operating beds as of June 30 
Average net operating costs per 
patient day 
Per diem for tuberculosis hospitals 
Per diem for neuropsychiatric 
hospitals 
Per diem for general medical 
and surgical hospitals 
Number of dental examinations 
Number of fee-designate dentists 
employed as of June 30 





COMPARATIVE VETERANS’ STATISTICS 
Fiscal Years Ending June 30, 1946 and June 30, 1947 


Fiscal Fiscal Percentage 
1946 1947 of Change 
16,658,000 18,271,000 + 9.7 
12,687,000 14,361,000 + 13.2 
3,971,000 3,910,000 — 15 
349,000 533,000 + 52.7 
280,720 446,770 + 59.2 
15,190 24,310 + 60. 
53,090 61,920 + 166 
234,000 381,000 + 62.8 
115,000 152,000 + 32.2 
56,000 97,150 + 73.5 
293,000 435,850 + 48.7 
331,400 510,000 + 53.8 
91,225 108,225 + 18.6 
87,400 101,300 + 159 
$ 5.22 $ 8.67 —- 66.1 
$ 7.11 $11.29 + 57.3 
$ 3.53 $ 5.38 + 524 
$ 7.87 $12.55 + 59.6 
86,000 554,000 + 544.2 
7,300 377,000 +5,064.4 
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DR. MAGNUSON, new chief 


veterans’ hospitals. Of every 1,000 
agency patients during the fiscal 
year, 874 were in veterans’ hospi- 
tals, 73 were in other federal hos- 
pitals and 53 were in civil, munici- 
pal and state hospitals. 

Stay: During fiscal 1947 the aver- 
age length of stay for hospitalized 
veterans was 58 days, about the 
same as for 1946. Length of stay is 
difficult to determine for veterans’ 
hospitals, as some patients have 
been hospitalized as long as 25 
years. Others are transferred from 
one hospital to another, and each 
time one moves he is considered as 
a new admission. Neuropsychiatric 
hospitals have the longest average 
length of stay, with tuberculosis 
hospitals second and general medi- 
cal and surgical third. 

As of last June go a total of 54 
per cent of the veteran psychotic 
patients had been hospitalized 
more than three years. Only g per 
cent of the tuberculosis patients 
and 1 per cent of the general medi- 
cal and surgical patients had been 
in hospitals three years. Only 5 per 
cent of the psychotic patients had 
been hospitalized less than go days, 
while 15 per cent of the tuberculosis 
patients and 55 per cent of the gen- 
eral medical and surgical patients 
had been in less than go days. 


Increase: Outpatient medical care 
activity was high in fiscal 1947. Dur- 
ing the year, more than six million 
outpatient medical examinations 
were given, an increase of 134 per 
cent over 1946. Outpatient medical 
treatments increased by 248 per 
cent in 1947. 


To Denver 


Robert C. O’Brien, chief of the 
hospital operations division in 
the administration’s central office, 
planned to leave Washington for 
Denver last month. He will become 
chicf of the comparable division in 
Branch Office No. 13. 
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Plan Approval 


Twenty-seven state plans—more 
than half the number of states and 
territories eligible under the Hill- 
Burton Act—had received approval 
by the middle of January. By that 
time progress on administering the 
Hospital Survey and Construction 
Act had settled down to a quiet 
steady routine with little excite- 
ment and plenty of hard work. 
State plans now are coming in fair- 
ly steadily and hospital project ap- 
plications are following suit. 

The 27 state and territorial ap- 
provals have a total allotment of 
$45,703,650. Another plan, that of 
Louisiana, was awaiting action at 
press time, and its allotment is $2,- 
156,475. Three plans, those of Kan- 
sas, Maryland and New Jersey, were 
in district offices with a total of $3,- 
117,300. Together, all these ap- 
proved and submitted plans total 
$50,977,425- 

Ninety-two hospital project ap- 
plications from 11 states had been 
submitted to the Division of Hos- 
pital Facilities, U.S. Public Health 
Service by mid-January. While only 
two projects (both of them in Ala- 
bama) had final approval, parts of 





Status of State Plans 


Under Hospital Survey and Construction Act 
(November 15, 1947—January 16, 1948) 


Approved 
State Date approved Allotment 
Alaska Dec. 26 $ 41,400 
Arkansas Dec. 4 1,968,075 
Connecticut Jan. 7 421,800 
Georgia Nov. [8 2,978,400 
Massachusetts Dec. 2 1,595,025 
South Carolina Dec. 26 1,976,250 
South Dakota Nov. 18 359,475 
Virginia Dec. 26 2,209,800 
Wisconsin Nov. 19 1,622,400 
$13,172,625 
Previous allotments 32,531,025 
$45,703,650 
Plans in Washington awaiting action 
State Date approved Allotment 
Louisiana Dec. 17 $2,156,475 
Plans in district offices 
State Date approved Allotment 
Kansas Dec. 15 $ 933,450 
Maryland Nov. 18 870,300 
New Jersey Nov. 18 1,313,550 
$3,117,300 


the other go had been approved in 
part and were expected to receive 
full approval. 

The g2 projects will cost about 
$40,765,702, of which the estimated 
federal share is $13,381,548. 

Only 16 of these projects are to 
be nonprofit hospitals. 


Regional Conferences 


A new Step in state hospital plan- 
ning activities has been taken by 
the Association as part of its sur- 
vey assistance program. This is a 
series of four working conferences 
on state hospital programs operat- 
ing under the Hospital Survey and 
Construction Act. 

Selected state delegates will at- 
tend the conferences, which are 
aimed at creating a plan for the 
establishment of strong state hospi- 
tal programs. Full reports will be 
made to the states through these 
selected representatives. 

All delegates will share the re- 
sponsibility for conducting of a 
conference. Each program will in- 
clude an opening general session, 
but most of the time will be spent 
in small discussion groups. From 
time to time during the conference, 
delegates will meet together to hear 
how each small group is progres- 
sing. Before a conference is ended, 
it is hoped that some steps for an 
action program in the states con- 
cerned will have been worked out. 

One aim of the conferences is to 
set a pattern for close working re- 
lationships between state hospital 
associations and agencies that ad- 
minister the Hill-Burton Act with- 
in the state. 

Schedule for the meetings is: 
March 13-14, Boston, Hotel Statler; 
April 16-17, Los Angeles, Biltmore 
Hotel; April 20-21, Biloxi, Buena 
Vista Hotel; May 1-2, Chicago, 
Palmer House. 

Letters announcing the confer- 
ences went out to the presidents of 
all state associations in January. 


Council Appointments 


Some new appointments were 
announced at the December meet- 
ing of the Federal Hospital Coun- 
cil. Mrs. Evelyn Hicks, who was 
succeeded onthe council by James 
E. Paullin, M.D., was approved as 
a member of the Advisory Council. 

David Wilson, M.D., was in- 
stalled as new council executive 
secretary at the meeting. He re- 
places A. G. Stoughton. 
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Hospital System Investigations 


The past few months have 
brought a rash of new studies and 
investigations into the federal hos- 
pital system. Such a study has been 
advocated by the American Hospi- 
tal Association ever since it pub- 
lished its report, “Federal Hospi- 
tal Planning with Particular Refer- 
ence to Care for Veterans,” early in 
1947- 

At least three investigations are 
being conducted now, two by Con- 
gressional committees. Probably the 
most widely publicized study is 
being conducted by Paul R. Haw- 
ley, M.D., former veterans’ medical 
chief and new Blue Cross - Blue 
Shield executive officer. Dr. Haw- 
ley’s study was requested by De- 
fense Secretary James Forrestal, 
who wants complete unification of 
Army and Navy medical services. 
Dr. Hawley’s committee is com- 
posed of Army Surgeon General 
Raymond W. Bliss, M.D., Navy 
Surgeon General C. A. Swanson, 
M.D., and Air Surgeon Malcomb 
C. Grow, M.D. 

“In general,” said Secretary For- 
restal last month, “what I wish is 
a thorough, objective and impar- 
tial study of the medical services of 
the armed forces with a view to 
obtaining, at the earliest possible 
date, the maximum degree of co- 
ordination, efficiency and economy 
in the operation of these services.” 

Mr. Forrestal wanted studies 
made into (1) availability of 
pooled facilities for personnel of 
all the services by geographical 
areas; (2) coordination of plans for 
construction of new hospitals; (3) 
development of maximum joint use 
of research facilities; (4) coordina- 
tion or consolidation of medical 
training programs for all services; 
(5) development of common stand- 
ards, practices and procedures. He 
also wanted to know if any hospi- 
tals should be closed and if civilian 
hospital facilities could be utilized 
for efficiency and economy. 

Dr. Hawley also is making a 
study of the medical and sanitation 
phases of the nation’s mobilization 
program. This study is being made 
at the request of the National Se- 
curity Resources Board, which ad- 
vises the President on coordination 
of military, industrial and civilian 
mobilization in wartime. Dr. Haw- 
ley and his associates will advise 
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the board on medical and sanita- 
tion preparations in the event of 
an atomic war. 

Congressional Inquiries: Within 
the next two months, the House 
Armed Services Subcommittee on 
Hospitalization will open its full- 
dress investigation of how military 
and veterans’ hospitals are being 
run. Under Rep. Margarete Chase 
Smith (R., Maine) the subcommit- 
tee will try to learn whether fed- 
eral hospital staffs are being used 
efficiently and how much duplica- 
tion and overlapping takes place. 
One of Mrs. Smith’s objectives is 
to learn whether the government, 
and the Veterans Administration 
in particular, is building new hos- 
pitals without due consideration 
of state expansion programs under 
the Hill-Burton Act. 

Another House group, the In- 
dependent Offices Subcommittee of 
the House Appropriations Commit- 
tee, is looking into veterans’ hospi- 
talization. Rep. Richard B. Wig- 


‘glesworth (R., Mass.) is heading 


this inquiry. 


Three Appointments 


Mark Dexter Hollis, former of- 
ficer in charge of the Atlanta Com- 
municable Disease Center, has 
been named Assistant Surgeon 
General and Chief of the Sanitary 
Engineering Division, U. S. Pub- 
lic Health Service. He replaced 
John Kurtz Hoskins, who retired 
after 34 years with the service. 

Mr. Hollis, a civil engineer and 
a graduate of the University of 
Georgia, was instrumental in or- 
ganization of a nationwide survey 





MR. HOLLIS, new assistant 








of typhus fever and stream pollii- 
tion investigations. At Atlanta he 
helped develop a comprehensive 
program for the control of malari, 
typhus and other diseases spread 
by zoological vectors. 

Harry Glenys Hanson, formcr 
assistant to the surgeon general of 
the Public Health Service, has been 
appointed to succeed Mr. Hollis 
as executive officer in the office of 
the surgeon general. Mr. Hanson, 
who has been with the service since 
January 1942, spent three years as 
executive officer of the Atlanta 
Communicable Disease Center. 


Another new appointment is that 
of Donald Kingsley, former execu- 
tive secretary of the President’s 
Scientific Research Board, who be- 
came assistant federal security ad- 
ministrator. He succeeds Maurice 
Collins, who retired in September. 

Mr. Kingsley has served as as- 
sistant regional director of the War 
Manpower Commission in Cleve- 
land, deputy executive director of 
the War Manpower Commission, 
deputy director of the Office of Wai 
Mobilization and _  Reconversion 
and Program Coordinator in the 
White House. Last June he became 
economic adviser to the Interna- 
tional Labor Office in Geneva, 
Switzerland, and he was chief of 
the International Labor Office mis- 
sion to Greece. 


Project Sales 


Of 165 hospitals and nurses’ 
homes built by the Federal Works 
Agency under the wartime Lanham 
Act, 108 have been sold to local 
governments and nonprofit organi- 
zations. Local public agencies got 
the larger share, 81 of the 108, while 
nonprofit organizations bought the 
rest. Fifty-seven hospitals and nurs- 
es’ homes remain to be sold. 

Hospitals and nurses’ homes al- 
ready disposed of are located in 
37 states and territories. Twenty- 
one states and territories still have 
projects which are available for 
sale. These are Arizona, California, 
Connecticut, Georgia, Kansas, Ken- 
tucky, Maryland, Massachusetts, 
Michigan, Missouri, New York, 
North Carolina, Ohio, Pennsylvan- 
ia, Texas, Virginia, Washington, 
West Virginia, Wisconsin, District 
of Columbia and Alaska. 

The 108 already sold originally 
cost $18,439,615, but they brought 
only $5,636,648 in sales, about 30.5 
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per cent of their original value. 
The 57 remaining projects origi- 
nally cost $14,362,653. 

The sale of these hospitals and 
nurses’ homes is part of FWA’s ef- 
forts to dispose of 1,213 Lanham 
Act projects, including schools, wa- 
ter and sewer works and other 
community facilities. As of De- 
cember 1, a total of 601 projects 
had been sold for $26,525,233, 
about 32.8 per cent of their origi- 
nal cost. Total cost of the remain- 
ing 612 projects has been set at 
$68,086,524. 

The Lanham Act was passed dur- 
ing the war emergency to aid war- 
congested areas of the country. 


Research Committee 


President Truman last month an- 
nounced establishment of an inter- 
departmental committee to bring 
together all the government’s sci- 
entific research and development 
activities. 

Members of the committee will 
represent the Departments of De- 
fense, Agriculture, Commerce, and 
Interior, the Federal Security Ag- 
ency, the Atomic Energy Commis- 
sion, the National Advisory Com- 
mittee for Aeronautics, the Veter- 
ans Administration and the Smith- 
sonian Institution. 

John R. Steelman, the President’s 
assistant, will be liaison officer be- 
tween the White House and the 
committee, and between the admin- 
istration and the country’s leading 
scientists. 

Vital Statistics, 1946 

As 1947 came to a close, the Na- 
tional Office of Vital Statistics re- 
leased crude death rate figures for 
1946 and found them to be at an 
alltime low. During 1946, the 
death rate was but 10 per 1,000 per- 
sons, as compared with 10.6 for 
1945 and 10.4 in 1942. In 1946, 
total United States deaths num- 
bered 1,395,617. 

Based on figures for the first ten 
months of* 1947, last year’s death 
rate is expected to be slightly high- 
er, 10.1 per thousand population. 

In order of importance, the five 
leading causes of death in the Unit- 
ed States in 1946 were diseases of 
the heart, cancer, intracranial les- 
lons of vascular origin, nephritis 
and accidents other than motor ve- 
hicle accidents. This was the first 
year in which pneumonia and in- 
fluenza, combined, were not repre- 
sented among the leading five 
causes of death in the United 
States according to figures released 
by the Office of Vital Statistics. 
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A Near Strike 

The North Carolina Nurses As- 
sociation’s demand to be recognized 
as the bargaining agent for nurses 
at James Walker Memorial Hospi- 
tal, Wilmington, almost ended in 
a strike. Nurses at the hospital 
authorized the state nurses’ associa- 
tion to act as their representative 
in collective bargaining for eco- 
nomic security demands. 

The controversy started _ last 
August when James Walker Memo- 
rial nurses submitted a program 
for pay raises and personnel prac- 
tices through their state association. 
John W. Rankin, hospital director, 
declined to meet with representa- 
tives of the nurses’ association. 

November 24: Mrs. Marie B. 
Noell of Raleigh, executive secre- 
tary of the North Carolina Nurses 
Association, appealed by mail to 
the hospital’s board of trustees for 
a hearing. The board upheld Mr. 
Rankin’s decision. Mrs. Noell then 
announced: “Unless an agreement 
is reached after a reasonable length 
of time . . . the nurses will resign 
enmasse.” 

November 26-27: Before hearing 
from the board of directors, the 
nurses publicized their stand and 
their demands in the Wilmington 
papers. Their grievances at James 
Walker Memorial, the American 
Nurses Association program of eco- 
nomic security and their specific 
demands were presented. Explain- 
ing their stand to the public, the 
nurses contended that “‘adoption of 
their demands would enable the 
hospital to hire more nurses.” 

November 28: The board in- 
formed the nurses that it would not 





TELEVISION 


The Association film, “You’re the 
Doctor,” was televised by a Chicago 
television station on January 1. The 
16 mm, 18-minute version of the 
movie was used for this presenta- 
tion. 

A representative of a Milwaukee 
television station requested use of 
the film after seeing the Chicago 
telecast. 

Hospitals or other groups want- 
ing additional information or wish- 
ing to make arrangements for using 
the movie should write the Council 
on Public Relations, American Hos- 
pital Association, 18 E. Division 
Street, Chicago 10. 











meet with association representa- 
tives. On the same day Superin- 
tendent Rankin offered the nurses 
some adjustments in salary, holi- 
days and vacation schedules. ‘These 
had been discussed before any de- 
mands were presented, he said. 
Nurses were notified of the pro- 
posed adjustments by mail. 

November 29: A spokesman for 
the nurses’ association declared that 
the adjustments did not meet the 
nurses’ demands and _ probably 
would be rejected, as they were. 
Mrs. Noell, as representative of the 
James Walker Memorial nurses, 
still insisted that the board meet 
and bargain with association rep- 
resentatives. 

December 3: An announcement 
was made that 38 hospital nurses 
had submitted resignations effective 
December 18. This included all of 
the staff except four executives and 
was done “because of the steadfast 
refusal of the hospital management 
to recognize the state nurses’ asso- 
ciation as the bargaining agent for 
the nurses.” 

After making the resignation an- 
nouncement, Mrs. Noell declared: 
“This is not a strike. The girls 
handed their resignations in with- 
out prompting by the head of their 
association, and the two weeks’ no- 
tice to the hospital was given only 
in the interest of the patients. Pro- 
fessional people do not strike.” 

December 4: The hospital’s 
board offered to confer with the 
nurses or their local representa- 
tives, but would not meet with the 
state nurses’ association. 

A statement was issued for pub- 
lication by the hospital, explaining 
its stand against negotiation with 
Mrs. Noell’s office. Also issued was 
a medical staff statement which de- 
clared the staff opposed to collec- 
tive bargaining. The medical staff 
said it believed the nurses should 
do their own negotiating. 

December 10: The board of trus- 
tees met with 36 of the 38 nurses 
who had submitted resignations. A 
new proposal was submitted by the 
hospital. This provided: 

Salary for general duty nurses at 
$140 a month with full mainte- 
nance, $152.50 a month with three 
meals and laundry, and $160 a 
month with two meals and laun- 
dry; salary for head nurses at $170, 
$182.50 and $190 a month; salary 
for supervisors at $190, $202.50 and 
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$210 a month; a $10 a month in- 
crease at the end of each year for 
three years for all groups of nurses; 
$10 additional pay a month for 
evening and night shifts; a vacation 
schedule of 214 working days a 
month or 30 working days a year 
after the first year of service; one 
day sick leave a month, accumula- 
tive to go days; five legal holidays; 
a special health program including 
a physical examination before em- 
ployment and a annual chest X- 
ray; 30-days notice by a nurse who 
is leaving the hospital and go-days 
notice by the hospital before dis- 
missing a nurse; a 44-hour work 
week to be effective by February 1. 

The nurses rejected this offer. 
Their reasons: No contract, no 
recognition of the state nurses’ as- 
sociation, no right of collective 
bargaining. 

December 12: Both the nurses 
and the hospital board announced 
that they would “welcome the state 
labor department’s conciliatory ser- 
vice,” which has been offered a few 
days earlier by the governor. 

December 15: Both sides asked 
the labor commission to withdraw 
because “substantial headway had 
been made” in negotiations. 


December 15: The nurses agreed 
to defer the effective date of their 
resignations. 

December 18: Negotiations were 
broken off when the nurses refused 
to accept individual contracts. 
They complained that the hospital 
would not deal with them, even as 
a local group. Seven nurses, how- 
ever, withdrew their resignations. 

December 19: The hospital and 
the nurses met again. A majority 
of the nurses voted to withdraw 
their resignations and to accept the 
salary gains and improved working 
conditions offered by the hospital 
on December 10. 


In a statement signed by Mrs. 
Noell and the chairman of the 
James Walker Memorial nurses 
after the hospital’s proposal had 
been accepted, the nurses said that 
they “realize that a permanent so- 
lution of the basic problems has 
not been achieved. We still feel 
that there is a misunderstanding 
among members of the hospital 
board concerning our association. 

“While our program of eco- 
nomic security for professional 
nurses may appear to be designed 
for financial gain for the individual 
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nurse, two of the principal aims 
of the program are to (1) simplify 
the nursing personnel problems of 
hospitals, and (2) facilitate the re- 
cruiting of nurses.” 


Charlotte: On December 4, the 
day following announcement of the 
proposed mass resignation at James 
Walker Memorial, the nurses at 
Charlotte, (N.C.) Memorial Hospi- 
tal voted to deal personally with 
the hospital in salary negotiations. 
This vote rejected the North Caro- 
lina Nurses Association as bargain- 
ing agent for the Charlotte Memo- 
rial nurses. Within eight days the 
nurses had received a new pay 
schedule. 


Recruitment Aids 


The first in a series of seven kits, 
containing material for use in the 
1948 student nurse recruitment 
program, was mailed last month. 
Each kit is to have five kinds of 
information: An elaboration on 
one section of the public relations 
guide, radio material, press mate- 
rial, news on what other schools of 
nursing are doing and a detailed 
explanation of one promotional 
idea. Kit material is designed espe- 
cially for local use. 

All schools of nursing in the 
United States received the kits. 
They may be obtained by hospitals 
on request to the Council on Pub- 
lic Relations, American Hospital 
Association, 18 E. Division Street, 
Chicago 10. 


In Preparation: Material from the 
Advertising Council for use in the 
program will be available shortly. 
Included will be newspaper adver- 
tising mats; a special mailing piece, 





NURSING INSTITUTE 


By mid-January applications for 
attendance at the Institute on Nurs- 
ing had reached the maximum 
number for which accommodations 
could be provided. The institute, 
planned by the American Hospital 
Association and the National 
League of Nursing Education, will 
be held March 1-5 at the Drake 
Hotel, Chicago. Hospital adminis- 
trators and directors of schools of 
nursing were eligible. 

While no more applications can 
be considered for the March insti- 
tute, another institute on nursing 
may be held some time this year. 














“Nursing—the Career You An 
Seeking,” and special window dis 
play posters. Samples of these ma 
terials will be sent to hospitals an! 
schools of nursing, and additiona! 
copies of the special mailing piece 
and the window display posters 
will be distributed at cost. 

The Advertising Council also 
will send car and bus cards and 
billboard posters to transportation 
companies and outdoor advertisers 
throughout the nation. This type 
of advertising was used in the re- 
cruitment drive last year. 


Radio: National network radio 
allocations will be provided for the 
program at intervals during the 
year. The first two weeks of radio 
time were given during the weeks 
of December 30 and January 5. 

The American Medical Associa- 
tion aimed its January 31 national 
radio program, “Doctors Today” 
toward nurse recruitment. Oppor- 
tunities in professional nursing 
were stressed. 


Other Organizations: Continued 
assistance is being invited by the 
recruitment committee from the 21 
national civic, health and service 
organizations which supported the 
1947 program. Several already have 
expressed interest in the campaign 
and are promoting it actively both 
locally and nationally. These in- 
clude the Women’s Auxiliary of 
the American Medical Association 
and the Methodist Board of Hospi- 
tals and Homes. In addition to its 
financial contribution of $10,000, 
the American Red Cross is develop- 
ing plans for active recruitment as- 
sistance to hospitals and schools 
of nursing through local Red Cross 
chapters. 

Another national organization, 
the Florist Telegraph Delivery As- 
sociation, again is considering mak- 
ing student nurse recruitment a 
part of its 1948 membership pro- 
gram. During 1947 the association 
called on its 7,000 members 
throughout the country to assist 
local recruitment committees and 
schools of nursing by raising funds 
for scholarships, decorating win- 
dow displays, sponsoring newspa- 
per advertisements and serving in 
other ways on local committees. 
The association headquarters re- 
ported that 61 scholarships resulted 
from the campaign, and estimated 
that florists’ contributions to the 
campaign were about $50,000 last 
year. 
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Yes, the 7,200 F.T.D. florists in the U.S. 
and Canada have long been aware of the critical 
scarcity of Registered Nurses. We realize that this lack of 


trained personnel poses a disturbing problem for both 
hospital management and the present-day corps of nurses. 
To help resolve this problem, we have actively sup- 
ported the Student Nurse Recruitment Program. Results 
have been gratifying. A forward step has been taken. 


Ke 
We take this opportunity, in turn, to express our 
sincere thanks to executive and professional hospital 
personnel, for their cooperation with our deliveries 
of Flowers by Wire to patients. 
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0 Jl o lio 1s proud to receive your 
thanks for helping 


recruit Student Nurses 


— e Orchids to Mr. Davis for writing such a heart- 


warming letter! Permit us to quote this excerpt : 


“T understand that contributions from 
your organization total, to date, approxi- 
mately $50,000, with all reports not in 
as yet. This includes sixty-one three- 


year scholarships...” 


e Orchids to Miss Densford for her kind words! 
This sentence makes us feel good: 


“On behalf of the American Nurses’ 
Association I should like to commend 
members of your Association for their public 
spirit, their vision in undertaking this project, 
and the splendid results they are achieving.” 






















GIRLS» Here is your opportunity! 


Nursing offers \ you 
a present; with a future! 


| 


pet 
KOMLTS TEGORAPE GELIVERY PUTCRAATIONAL, 148 Wongas tne. Seesee 1, Mick 











FLORISTS’ TELEGRAPH DELIVERY INTERNATIONAL, 


This advertisement, contributed by the Florists’ Telegraph 
Delivery Association, ran in the July 5, 1947 issue of the 
Saturday Evening Post. In addition, scores more like it ap- 
beared in local city newspapers, sponsored by F.T. D. members. 


149 Michigan Avenue, Detroit 26, Michigan 
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- + ASSOCIATION BUSINESS : - 





The Mid-Year Conference Program 


Plans have been completed for 
the seventeenth annual Mid-Year 
Conference of Presidents and Sec- 
retaries, to be held February 6-7 at 
the Drake Hotel, Chicago. Lecture 
and discussion periods and special 
events have been scheduled for the 
program, which is built around the 
general theme of public relations. 

E. Dwight Barnett, M.D., chair- 
man of the Council on Prepayment 
Plans and Hospital Reimburse- 
ment, will address the group at- 
tending the Friday luncheon. He 
will speak on problems facing the 
new council of which he is chair- 
man. At the Saturday luncheon, 
Graham L. Davis, Association pres- 
ident, will speak on the year ahead 
for hospital associations. The guest 
speaker who will deliver the ad- 
dress at the Friday evening dinner 
is Emily ‘Taft Douglas, former Con- 
gresswoman-at-large from Illinois. 
The subject of Mrs. Douglas’ 
speech will be “The Individual: 
Basic Ingredients of Relationships.” 
She will stress the importance of 
the individual. 


Friday Morning: Florence King, 
chairman of the Council on Pub- 
lic Relations, and B. Tol Terrell, 
chairman of the Council on Associ- 
ation Relations, will be the first 
speakers on the conference pro- 
gram Friday morning. Later that 
morning the general subject of 
the part an association has in hos- 
pital-nursing relations will be dis- 
cussed by Hugo V. Hullerman, 
M.D., Association assistant direc- 
tor; Anson Lowitz, vice president 
of the J. Walter Thompson Adver- 
tising Company, and_ Burleigh 
Gardner, Ph.D., director of Social 
Research, Inc. 

Friday Afternoon: ‘Telling the 
public the facts about hospital 
costs will be the theme of the first 
afternoon session. Speaking will be 
Nellie Gorgas, president of the 
Minnesota Hospital Association; j. 
Harold Johnston, executive direc- 
tor of the New Jersey Hospital As- 
sociation, and C. J. Foley, secretary 
of the Council on Public Relations. 
Later Friday afternoon, planning of 
government relations will be dis- 
cussed by A. K. Parris, executive 
secretary of the Maryland-District 
of Columbia Hospital Association; 
Arden E. Hardgrove, treasurer of 
the Kentucky Hospital Association, 
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and A. V. Whitehall, director of 
the Association’s Washington Serv- 
ice Bureau and secretary of the 
Council on Government Relations. 


Saturday: Membership relations 
is the first topic scheduled for 
Saturday morning. On the program 
are H. Allen Barth, executive sec- 
retary of the Michigan Hospital 
Association; Paul J. Spencer, sec- 
retary of the New England Hospital 
Assembly, and Association Execu- 
tive Director George Bugbee. The 
concluding conference session on 
Saturday morning will be con- 
cerned with group relations. Speak- 
ing will be John F. Worman, ex- 
ecutive secretary of the Hospital 
Association of Pennsylvania; Vic- 
tor S. Lindberg, president of the 
Illinois Hospital Association, and 
Kenneth Williamson, Association 
assistant director. 

All sessions are planned so that 
time will be allowed for open dis- 
cussion. 


Staff Resignation 


Hugo V. Hullerman, M.D., as- 
sistant director of the American 
Hospital Association, will leave the 
staff May 1 to become assistant 
director of Rhode Island Hospital, 
Providence. 

Dr. Hullerman joined the head- 
quarters staff in June 1944 as sec- 
retary of the Council on Profes- 
sional Practice. After his appoint- 
ment as assistant director in 1944, 
he also became secretary of the 
Council on Education and_ the 
Council on International Rela- 
tions. 

After receiving his medical de- 
gree from the University of Minne- 





DR. HULLERMAN, to Providence 





sota in 1933, Dr. Hullerman spent 
several years in practice as a phy- 
sician and surgeon. He joined the 
Illinois Department of Health as 
assistant epidemiologist in the Di- 
vision of Communicable Diseases 
in 1939, the same year that he re- 
ceived a degree of Master of Sci- 
ence in Public Health Adminis- 
tration from the University of 
Michigan. 

He also has served as chief of 
the Illinois Local Health Admin- 
istration and as Deputy Commis- 
sioner of Health for Peoria, Ill. 
Before coming to the Association 
he was chief of the Illinois Divi- 
sion of Maternal and Child Hy- 
giene. 

A fellow of the American Public 
Health Association and the Ameri- 
can Medical Association, Dr. Hul- 
lerman also is a member of the 
Illinois Medical Society and the 
Illinois Public Health Association. 
He has contributed articles to a 
number of publications and has 
conducted the Medical Review sec- 
tion of Hospirats for almost as 
long as that department has ap- 
peared in the journal. 


Convention Housing 


Applications for hotel accommo- 
dations at Atlantic City for the As- 
sociation’s fiftieth convention are 
being accepted now. Applications, 
including a deposit of $5 a person, 
should be sent to the American 
Hospital Association Housing Bu- 
reau, 16 Central Pier, Atlantic 
City, N.J. 

While the official convention 
dates are September 20-23, a num- 
ber of special events are being 
planned for Sunday, September 19. 
Convention visitors who do not 
want to miss these are urged to 
specify a Saturday or early Sunday 
morning arrival date on their hous- 
ing application blanks. 

The Traymore Hotel, on the 
boardwalk, is the Association head- 
quarters hotel. Other boardwalk 
hotels are: The Ambassador, Apol- 
lo, Breakers, Brighton, Chalfonte- 
Haddon Hall, Chelsea, Claridge, 
Dennis, Marlborough - Blenheim, 
Mayflower, New Belmont, Presi- 
dent, Ritz-Carlton, St. Charles, Sea- 
side, Shelburne and Strand. Avenue 
hotels are listed on the application 
blank for hotel accommodations 
which was mailed to Association 
members last month. 
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St. Francis Hospital, 
Pittsburgh, chooses 
Deckert Orthopedic 

Beds for Carnegie 


Steel ~mpeny Ward 
) Ze 


Nee 








HE famous Simmons orthopedic bed, H-404, 
with permanent Balkan frame and Deckert 
multi-position spring, is the choice of leading hos- 
pitals handling a large volume of orthopedic cases. 

Simmons engineers designed this bed for maxi- 
mum efficiency. The Deckert spring is quickly and 
effortlessly adjusted to a variety of positions of 
therapeutic value and patient comfort. The perma- 
nent Balkan frame is made more efficient because 
bed ends are at the right height for convenient use 
of traction equipment. 

If you are planning to establish an orthopedic 
ward, or to re-equip your present one, ask your 
Hospital Supply Dealer for a demonstration of 


Simmons equipment. 


SIMMONS COMPANY Hospital Division 


DISPLAY ROOMS 


Chicago 54, Merchandise Mart 
New York 16, One Park Ave. 
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San Francisco 11, 295 Bay St. 
Atlanta 1, 353 Jones Ave., N.W. 
























-- EDUCATION :- - 





Administration Course at Toronto 


The University of Toronto be- 
came the first Canadian university 
to offer classes in hospital admin- 
istration when a course opened 
there last September. The course 
is aimed at providing basic train- 
ing in hospital administration to 
postgraduate students. It is oper- 
ated through the _ university’s 
School of Hygiene and financed by 
a W. K. Kellogg Foundation grant. 


Curriculum: Students must spend 
nine months at the university do- 
ing academic work. The curricu- 
lum consists of lectures, confer- 
ences, laboratory instruction and 
field trips. 

Subjects covered include hospi- 
tal organization and management, 
department management, account- 
ing and budgetary control, hospi- 
tal and business law, personnel 
management, medical and _ public 
relations, nurse education, social 
work, hospital finance, purchasing, 
vital statistics, public health ad- 
ministration, planning and con- 
struction and the mechanical de- 
partments. Students without pre- 
vious medical training are given 
a special course in medical orienta- 
tion. 

Academic work is followed by 
12 months of supervised hospital 
experience as an intern in hospital 
administration. At the end of this 
time qualified students will be 
awarded a diploma in hospital ad- 
ministration. 


Requirements: College graduates 
who have received degrees in arts, 
medicine, engineering and nursing 
(bachelor’s degree) are eligible to 
enter the course. Other applicants 
will be admitted if they can show 
acceptable academic standing, ap- 
titude and have had some appli- 
cable experience. 

Faculty: Harvey Agnew, M.D., is 
head of the department. He has 
been executive secretary of the Ca- 
nadian Hospital Council since 
formation of that group in 1921, 
and is editor of the council’s offici- 
al journal, The Canadian Hospi- 
tal. 

Dr. Agnew was the first director 
of the Department of Hospital 
Service of the Canadian Medical 
Association. He is an honorary fel- 
low of the American College of 
Hospital Administrators and the 
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American College of Physicians, 
and is a past president of the Amer- 
ican Hospital Association. 

Leonard O. Bradley, M.D., is a 
fulltime associate professor in hos- 
pital administration. A graduate 
of the University of Alberta, he 
has done graduate work at the Uni- 
versity of Minnesota and is a gradu- 
ate of the course in hospital ad- 
ministration at the University of 
Chicago. 


A New Book 


A book on “Educating Youth for 
Social Responsibility” was  pub- 
lished in January by the American 
Association of Social Workers, 
American Association of Group 
Workers and Community Chests 
and Councils, Inc. It is divided into 
three sections: “The problem,” 
“opportunities for direct interpre- 
tation to youth” and “the social 
worker helps the teacher.” 


Cancer X-Ray Tests 


Mass radiography as a diagnostic 
weapon in the detection of stom- 
ach cancer is being tested at Johns 
Hopkins Hospital, Baltimore. The 
study began January 2. 

Methods used are the same as 
those in tuberculosis detection, 
where a fluoroscopic image of the 
chest is recorded on a small film. 
This process is simple and inex- 
pensive compared to the present 
methods of stomach radiography, 
which are not applicable on a mass 
basis. 

It is hoped that 10,000 patients 
will be examined during the first 
year of the study. Aided by a grant 





DR. AGNEW, course director 








from the U. S. Public Health Se; 
ice,’ the present tests are a pilot 


study intended to evaluate the po- 


tential worth of mass radiograp!iy 
in stomach cancer detection {0 
large population groups as a rou- 
tine public health mieasure. 

The Johns Hopkins Universit, 
School of Medicine is cooperating 
with the hospital in-the study. Ed- 
win L. Crosby, M.D., is hospital di 
rector. 


Seven Institutes 


Seven institutes for hospital ad- 
ministrators have been scheduled 
this year by the American Coilege 
of Hospital Administrators. The 
institutes will be conducted in co- 
operation with associated organiza- 
tions and universities. 

Dates and places for the insti- 
tutes are: Minnesota Institute, 
February 2-7, University of Minne- 
sota, Minneapolis; Second South- 
ern Institute, March 22-27, Duke 
University, Durham, N.C.; Second 
Southwestern Institute, April 19-24, 
Baylor University, Dallas; Fourth 
Fellows’ Seminar, May 
Princeton (N.J.) University; Sec- 
ond Midwest Institute, July 26-31, 
University of Colorado, Boulder; 
Third New York Institute, June 14- 
25; Columbia University; Sixteenth 
Chicago Institute, September 6-18, 
University of Chicago. 

The institutes are open to ad- 
ministrators and assistant adminis- 
trators of approved hospitals. 
Further information and applica- 
tion blanks may be obtained by 
writing to the American College of 
Hospital Administrators, 22 E. Di- 
vision Street, Chicago 10. 


17 - 22, 


Anesthetists’ Institute 


The second institute for nurse 
anesthetists to be conducted jointly 
by the American Hospital Associa- 
tion and the American Association 
of Nurse Anesthetists is scheduled 
for March 8-12 at Oakland, Calif. 
Institute sponsors are the Califor- 
nia Association of Nurse Anesthet- 
ists, Western States Association of 
Nurse Anesthetists and the Associa- 
tion of Western Hospitals. 

The program includes lectures, 
group discussion and attendance at 
clinics in various hospitals in the 
area. The program is being planned 
to serve as an opportunity for re- 
fresher study. 
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The NEW Hospital 


Sanelle 


MODEL HV-12 


HANDS NEVER TOUCH 
THE INNER PAIL 


WASTE DOES 
NOT TOUCH 
PAIL HANDLE 


OUTSIDE HANDLE 
REMOVES 
INNER PAIL 





ALSO SERVES 
TO MOVE 
ENTIRE CAN 


Removes an Important 
Source of Contamination 


The single outside handle serves for 
carrying the entire can and also 
serves for removing the inner pail. 
This exclusive, patented Sanette fea- 
ture provides additional safety for 
your patients, nurses and doctors. 


HANDY 4-WAY HOSPITAL LAMP 
Bed, Desk, Room, Reading Lamp 


Attractively simple in design, this 4-way 
useful floor lamp is just about perfect for 
the modern hospital room. Its unusual 
flexibility makes it equally efficient as a 
reading lamp — desk lamp — bed lamp — 
room lamp — providing absolute maximum 
convenience and usefulness for the patient. 
A plug-in receptacle in the small center 
canopy is ideal for the patient’s electric 
shaver or other devices, as well as the 
physician’s diagnostic instruments or head- 
light. There’s also a night light at bed 
level where it will not disturb the patient. 
The finish is statuary bronze and brass. The 
lamp is 61’ high overall, 51%’ to bottom 
of shade, which is 9'¥%2"’ diameter. Has 
10%” round, weighted base. 


LT-400 Combination 4-Way 


ROOn dine sss 22. eceten cso Each $14.50 
Lots: of Gor more ac Each 14.00 
LOts OFT 2 OF MOtO x .......2<cs0-<- Each 13.50 

New 


ALL-NYLON HAND BRUSH 









































MODEL HV-12 
Height 15°" Dia. 10° 


Hospitals need Model HV-12 Sanette 
for nursing units, lavatories, operating 
rooms, central supply, pharmacy, out- 
patient clinic, emergency suite, pri- 
vate rooms and wards. 


The finish is hand rubbed and waxed. 
Four rubber feet prevent rust marks 
or mars on floors and linoleum. The 
inner pail is guaranteed leakproof 
and outwears several ordinary pails. 
The rubber ringed cover opens wide 
at a tap of the toe and closes tight 
without a noise, sealing in odors. 


Model HV-12 Hospital Sanette is 
priced at only $9.50. Slightly higher 
in the west and south. 


MASTER METAL PRODUCTS, Inc. 


273-291 Chicago Street 


Buffalo 4, N. Y. 


*Sanette HV-12 pat. and pats. pend. 


Trade Mark Reg. U. S. and foreign countries. 
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The tufts are anchored in. The back is 
practically non-breakable. Has molded rim 
acting as soap retainer. Although the bristles 
are crimped to retain soap and water for 
scrubbing they are easily cleaned. Bristles 
are soft to the skin, but rigid enough to 
scrub well. Fits into most brush dispensers. 


HS-324 All-Nylon Brushes......Each $ 1.50 
SOPOT ONS iosc css ccaccncccceoseess per dozen 14.50 
SOL dezen 13.50 





ALCOHOL 


in plastic. 





ORDER DIRECT — PROMPT SERVICE 
EVERYTHING FOR SURGERY AND HOSPITAL 


Avie ler and Company 


408 S. HONORE STREET CHICAGO 12, ILLINOIS 


New MENDA 
ALCOHOL DISPENSER 


Just swing back the cap and press 
sponge or cotton against the top to 
saturate in alcohol. You do not have 
: to touch bottle, need only one hand. 

* There is no spilling, 
evaporation. Contents of battle is 
sealed behind a double check valve. 
The swing cap protects top from 
dust and lint. Capacity 255 cc. Parts 
are chrome and stainless steel, housed 


HY-1201 Alcohol Dispenser 
BOG cnc5cicccsassindcsece 



























dripping or 
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-- ORGANIZATIONS : - 





A New Regional Conference 


Formation of a new regional hos- 
pital association is under considera- 
tion by the state associations of 
Delaware, Maryland-District of Co- 
lumbia, New Jersey, New York and 
Pennsylvania. Representatives of 
these state associations met at Phil- 
adelphia late in December and 
agreed that if adopted by the state 
associations the new group would 
be known as the Middle Atlantic 
Hospital Conference. Conventions 
would be held each year at Atlantic 
City late in May. 

By the middle of January, trus- 
tees of the New York Hospital As- 
sociation, the New Jersey Hospital 
Association and the Hospital Asso- 
ciation of Pennsylvania had ap- 
proved the proposal and recom- 
mended its adoption to their mem- 
berships. Final action awaits mail 
polls or association meetings. Trus- 
tees of the other associations are 
scheduled to meet before the end 
of this month. 

Trustees of the Pennsylvania as- 
sociation approved plans for such 
an association when they met last 
October and authorized the invita- 
tion to other associations for the 
December meeting of state repre- 
sentatives. 

According to the American Hos- 
pital Association Directory, there 
are 768 hospitals and 125,612 beds 


in the five states and the District of 
Columbia. Attendance at the in- 
dividual state conventions has to- 
taled approximately 3,000. 

If the five associations adopt the 
plan, only the state associations of 
Kentucky, Ohio and Texas will not 
be affiliated with regional associa- 
tions. There are now seven regional 
groups, including the Upper Mid- 
West Hospital Association which 
will hold its first meeting in spring. 


Interim Session 


Members of the American Medi- 
cal Association met in Cleveland 
last month for the interim session 
of the House of Delegates and the 
eighth annual Congress on Indus- 
trial Health. Before they adjourned 
they got into a topic now inevi- 
table wherever health authorities 
gather—financing medical and hos- 
pital care. 

President Edward L. Bortz, M.D., 
Philadelphia, sounded medicine’s 
theme. He told the delegates that 
they must accept leadership in con- 
sidering plans for furnishing med- 
ical care for those unable to meet 
the costs completely. His sugges- 
tion: Pilot studies in communities 
as in laboratories over a span of 
several years. He concludes that no 
one plan will be a solution for all 
portions of the population. 





Executive Director George Bugbee 
and John G. Williams, business man- 
ager, represented the American Hospi- 
tal Association.at a meeting with the 
executive board of Hospital Industries’ 
Association. The meeting was held 





December 5 at Chicago. Around the 
table are: (left) J. S. Keleher, F. A. 
Holt Jr., H. A. Nordquist, Mr. Wil- 
liams, T. G. Murdough, E. J. Barns, 
C. E. Pain Jr., T. Rudesil, Mr. Bugbee, 
E. H. Noelting, H. Fish, G. J. Hooper. 








Federal Security Administrato: 
Oscar R. Ewing wants to gv 
further. He said that he agrees 
with President Truman’s national 
health insurance plan. But he said 
that was no reason why govern- 
ment and private medicine could 
not get together on points that are 
not controversial. 

Another federal representative, 
Secretary of Agriculture Clinton P. 
Anderson, asked physicians to take 
the leadership in bringing ade 
quate health care to rural areas. 


Illinois District V 


A meeting was held by Council 
District V, Illinois Hospital Asso- 
ciation, on January 16 at Peoria. 
Following discussion about em- 
ployment of a fulltime secretary fon 
the state association, District V 
recommended that such a position 
be approved on a one-year trial 
basis, with a review of the secre- 
tary’s accomplishments to be made 
at the end of that year. Continua- 
tion of employment of a fulltime 
secretary would then be considered. 

District V_ discussed current 
problems affecting local hospitals 
as well as recommendations to be 
made at the Illinois association 
meeting later in January. 

Officers elected were: Permanent 
chairman, Norman D. Roberts, ad- 
ministrator of Perry Memorial Hos- 
pital, Princeton; vice chairman, 
John H. Thrush, business manage! 
of Proctor Hospital, Peoria; secre- 
tary, Mary Catherine Jents, St. 
Francis Hospital, Peoria. 


New Magazine 

The first issue of The Mid-West 
Hospital Courier, a new monthly 
magazine for members of the Mid- 
West Hospital Association, ap- 
peared in January. The Courier 
will be sent, subscription free, to 
the administrators and other key 
personnel of about 750 hospitals in 
the association area. 

L. ©. Austin, executive officer at 
the Veterans Administration Hos- 
pital, Wichita, Kan., and president 
of the association, is publisher of 
the magazine. Mrs. Anne Walker, 
Kansas City, executive secretary of 
the Mid-West association, is editor. 

The Mid-West Hospital Associ- 
ation’s membership includes hospi- 
tals from Arkansas, Colorado, Kan- 
sas, Missouri, Nebraska, Oklahoma 
and Wyoming. 
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DE PUY 


FRACTURE APPLIANCES 


DE PUY Improved 
BODY LIFT 


A great help 
to nurses and 
patients. 








No. 377—Enables patients to strengthen muscles 
through lifting, also valuable for child’s leg traction, 
for holding glucose solution container, hot water 
bottle, etc. Aids patient in turning and for bedpan 
service. 


Frame rotates to clear bed when not in use. Has 
safety on lever clamp so lift cannot slip down with 
patient. Leather covered clamps hold securely to 
wood or steel beds. 


Fracture Catalog sent on 


physician's request. 
H2-48 


De Puy Manufacturing Co. 


WARSAW, INDIANA 


Over 50 Years of Continuous Service to Hospitals 
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Easy to Handle, 
Dependable 


EXPLOSION - 
PROOF! 


SUMUD 


NO. 927 


SUCTION AND 
ETHER UNIT 





@ Suction you can regulate—up to 25” of mercury. 
@ Pressure you can regulate up to 30 Ibs. 


Large 134 pint ether bottle does not require 
hazardous warmer or heater. 


All-steel cabinet in baked enamel with stainless 
steel top. 


Switch and motor approved by Underwriters 
Laboratories. 


Quiet! Motor ‘floats’ on rubber! 


Heavy duty motor and double pump for long 
service. 


Ask Your Dealer, Or Write: 
GOMCO 
SURGICAL MANUFACTURING CORP. 
820H East Ferry Street, Buffalo, N.Y. 


GUMUD tauipment 
Fosteriug Improved “echutes 
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Survey on Closed Beds and Personnel 


In a questionnaire on bed short- 
ages and graduate nurses distrib- 
uted to approximately 3,800 As- 
sociation member hospitals, 237 
out of a total of 2,376 usable 
questionnaires reported beds closed 
because of personnel shortages. 
These 237 hospitals contained 8,- 
169 closed beds and 45,613 occu- 
pied beds on November 15, the 
date for which information was 
requested. 

If 80 per cent occupancy is as- 
sumed, the 8,169 closed beds would 
accommodate 6,540 more patients. 
Without the personnel shortage, 
these 237 hospitals would have had 
54,153 beds available. 

Nurses as the type of personnel 
shortage responsible for the closed 
beds were reported by 232 of the 
237 hospitals. Other personnel 
shortages were named by 55, of the 
232 replying. Only five of the hos- 
pitals listed other personnel as the 
only cause for closed beds. 

On November 15 the 237 hospi- 
tals with closed beds employed 11,- 
765 graduate nurses. They would 
have employed 3,640 or 31 per 
cent more nurses if available. In 
2,139 hospitals that reported no 
closed beds, 71,645 graduate nurses 
were employed. This group would 
have employed 13,336 or 18.5 per 
cent more nurses if available. In 
371% per cent (886) of the hospitals 
that reported, additional nurses 
would not be employed. 

The percentage of hospitals by 
regions that would not employ 
more graduate nurses is: 

Region Percentage 
West South Central 6o 
Pacific 58 
Mountain 47 
New England 39 
West North Central 39 
South Atlantic 38 
East South Central 38 
Middle Atlantic 35 
East North Central 29 

Beds closed in the 2,376 hospitals 
averaged 10 per cent nationally 
with the highest figures reported 
by New England with go per cent 
and the Middle Atlantic region 
with 14 per cent. The fewest hos- 
pitals reporting closed beds were 
in the Pacific region with five per 
cent. The South Atlantic and East 
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North Central regions were nearest 
to the national average with 1114 
per cent and gl4 per cent respec- 
tively. In ‘the West North Central 
states 71/4 per cent of the hospitals 
reported beds closed. The West 
South Central reported almost 6 
per cent and both the Mountain 
and East South Central regions re- 
ported approximately 6 per cent. 

On the basis of questionnaire re- 
sults, it appears that larger hospi- 
tals are in more acute distress, 
especially those in the New Eng- 
land and Middle Atlantic states. 

The bed shortage questionnaire 
was prepared and distributed by 
the Association’s Council on Pro- 
fessional Practice. 


Tax Exemption 


A resolution supporting the As- 
sociation’s stand for exemption of 
excise tax payment by nonprofit 
hospitals was passed by the Manu- 
facturers’ Surgical Trade Associa- 
tion at a December g meeting. The 
Association has asked Congress for 
such exemption. 

The trade association resolution 
recommended exemption for non- 
profit hospitals “just as federal and 
other tax-supported institutions 
are exempted, because the nonpro- 
fit hospitals not only serve similarly 
but also are used by a greater pro- 
portion of the population of the 
United States.” 

Excise taxes, it was stated in the 
resolution, are levied on purchases 
of equipment, supplies and serv- 
ices that are vital to the economical 
and efficient operation of nonpro- 
fit hospitals. Such taxes raise the 
cost of hospitalization and reduce 
the availability of such facilities 
to the general public. 


Hospital Approval 


The thirtieth annual hospital 
standardization report made by the 
American College of Surgeons, cov- 
ering 1947, was issued recently. Lit- 
tle change in the figures on ap- 
proved hospitals last year as com- 
pared to 1946, is apparent in the 
statistics. 

Out of a total of 3,900 hospitals 
listed in 1947 in the United States 
and Canada, 3,143 or 80.6 per cent 
were on the new approval list. In 
1946 there were 3,118 or 79.3 per 


cent of. the 3,934 hospitals ap 
proved. This year 2,809 of the hos 
pitals, 72 per cent, were fully ap- 
proved and 334 hospitals, 8.6 pc: 
cent, were approved provisionally. 

Only 5.6 per cent of the hospi- 
tals with 100 or more beds faile« 
to receive approval. Hospitals o| 
25-49 beds had 54.5 per cent not 
approved and hospitals of 50-99 
beds had 27.5 per cent not ap- 
proved. The College of Surgeons 
does not visit hospitals with less 
than 50 beds. 

General criticism of the hospitals 
centered around several points. 
The report mentioned a slight lax- 
ity in scheduling medical staff con- 
ferences, of which at least one a 
year is required for College of Sur- 
geons’ approval. Incomplete medi- 
cal records at a number of hospitals 
also were cited. 

The report blamed the shortage 
of personnel for generally poorer 
hospital service. Included in short- 
ages were nurses, which the report 
said were more plentiful in 1947 
than 1946, dietary, laboratory, med- 
ical record and other departmental 
employees. 

According to the report public 
relations are not as “cordial as they 
might be” in some sections. Rising 
hospital costs without proper ex- 
planation to the public and poo 
service resulting from _ personnel 
shortages were given as partially 
responsible for this situation. 

The report called the expansion 
achieved by a great iany civilian 
hospitals in 1947 a highlight of 
the year. “Almost every hospital 
seems to have plans for further ex- 
pansion when conditions permit,” 
the report said. 

Two National Funds 

Two national fund raising drives 
were launched last month. One was 
the 75 million dollar American 
Red Cross annual campaign and 
the other the go million dollai 
March of Dimes conducted by the 
National Foundation for Infantile 
Paralysis. The March of Dimes was 
to have closed January go, the 
birthday of the late President 
Franklin D. Roosevelt. 

When the Red Cross goal for 
1948 was announced, local chap- 
ters at Birmingham, Ala., and EI 
Paso, Texas, protested that it was 
too high and declined to accept the 
full quota assigned to them. How- 
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SAFE AND SURE 
... For Your Operating Room 


To provide you with safe and 
sure models of ether and suction 
apparatus Sorensen continuously 
collaborates with prominent mem- 
bers of the medical profession. 

BOTH cabinet and _ portable 
models are equipped with safety 
overflow traps to prevent pump 
clogging and to insure continuous 
operation. All cabinet models have 
N. Y. City approved explosion- 
proof motors, mercury switches; 
are sound-proofed, and fitted with 
ball-bearing casters. 

Many types of cabinet and port- 
able models of Ether, Suction and 
Treatment Apparatus are available 
to fit your needs. 


Write now for the Sorensen 
Informative Folder on the type 
of equipment you want. 


-» SORENSEN © 


owr 


403 EAST 62nd $T NEW YORK 21,N Y 


The model illustrated has posi- 
tive-acting, indirect-drive, slow-run- 
ning, quiet double rotary pump 
with 16-0z. snap-fit ether bottle, 
pressure regulator, warm water 
jacket. 

It has 32-0z. snap-fit suction bot- 
tle with overflow trap and regula- 
tor; ether hook, Yankauer tonsil 
suction tube, and Poole's abdom- 
inal aspirating tube; I-gal. suction 
bottle and overflow trap. 

Both suction bottles may be used 
simultaneously from independerit 
vacuum sources. Cabinet is ap- 
proximately 12 x 18 x 32 inches; 
net wt. 120 lbs. 


Also Makes 
Syfogen Naso-Therapy Units 
E.N.T. Suction and 
Pressure Treatment Outfits. 


Ether and Suction 
Apparatus 








f it 
& No. 431-W 








when Deknatel ““Name-On’”’ beads are 
sealed on at birth. They stay on until cut 
off when baby leaves the hospital. Attrac- 
tive, sanitary, virtually indestructible. 
They’ve proved their value in hospitals 
all over the country since 1920. Origi- 
nated and produced by J. A. Deknatel 
& Son, Queens Village 8,Long Island, 
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ard Bonham, vice president in 
charge of public relations for the 
national Red Cross, said that these 
protests do not represent a revolt. 
The Red Cross has about 3,750 
chapters and all the others accept- 
ed quotas as assigned. 

Last year’s goal of 60 million dol- 
lars was oversubscribed by about 
19 million dollars. The Red Cross 
said it needed more funds this year 
to continue its present services, re- 
plenish its disaster relief fund, de- 
velop its new blood program and 
meet the higher cost of operation. 


First Blood Center 


The civilian blood program of 
the American Red Cross got off to 
a promising start last month, when 
its first blood center opened for 
business at Rochester, N.Y. Orig- 
inally it had been planned to open 
the center in December. 


The center was opened with fan- 
fare on January 12, and on Janu- 
ary 13 the first shipment’ of blood 
was aboard a mobile unit heading 
out of Rochester. The Rochester 
center serves an 11-county region 
with a population of nearly one 
million. Twenty-seven hospitals in 
the region will participate in the 
program. This region’s annual quo- 
ta is 25,000 pints of blood. 

This is the first of a planned na- 
tionwide network of Red Cross 
civilian blood centers. Others were 
to have opened later in January at 
Wichita, Kan., and Atlanta. Early 
in February the Red Cross plans 
to open still another center at 
Stockton, Calif. The center in 
Washington, D.C., has been de- 
veloping slowly, and the one in 
Louisville will begin operations 
later this year. During 1948 the 
Red Cross hopes to establish 20 to 
25 such centers throughout the 
country. 

The blood program, directed by 
Ross T. McIntire, M.D., U.S.N., 
(Ret.), is intended to assure hos- 
pitals a continuous supply of whole 
blood and its derivatives. Blood 
will be given patients for only the 
cost of administering it. Public 
donations are to provide the blood, 
and Red Cross subscriptions are to 
supply the funds. 

Under this program the Red 
Cross plans to supply hospitals with 
whole blood, plasma and other 
blood derivatives. Commercial 
pharmaceutical houses will process 
the blood for these derivatives. 
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About 60 per cent of all blood col- 
lected is expected to be distributed 
as whole blood. The eventual goal 
of the Red Cross is to collect and 
distribute 3,700,000 pints of blood 
the estimated national need, each 
year. 


New Instructor 


Sara McKinney, B.Ed., R.R.L., 
has been named new field instruc- 
tor for the inservice extension 
courses conducted by the American 
Association of Medical Record Li- 
brarians. The next regular course 
in the program will be held Febru- 
ary 16-20 at Salt Lake City. The 
inservice program is aided by a Na- 
tional Foundation for Infantile 
Paralysis grant. 


Building Campaign 

All employees of San Antonio 
Community Hospital, Upland, 
Calif., donated the equivalent of a 
day’s work to the hospital’s build- 
ing and improvement fund drive. 

The campaign started November 
25, when a total of $51,800 was an- 
nounced as already raised, $20,000 
of which came from members of 
the medical staff. Goal for the drive 
is $150,000, and early in January 
more than half of this amount had 
been raised. A. A. Aita is superin- 
tendent of the hospital. 


Social Hygiene Day 


The American Social Hygiene 
Association has announced Febru- 
ary 4 as the eleventh annual Social 
Hygiene Day. Theme for this year’s 
observance is the urgent necessity 
for early discovery of existing cases 
of syphilis and gonorrhea, and 
sound and effective programs de- 
signed to prevent future infections. 


Project Applications 


Following is a list of project con- 
struction applications approved by 
the U. S. Public Health Service un- 
der the Hill-Burton Act. The list 
is divided by states and carries the 
following information in order: 
Name of institution, city, type of fa- 
cility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 
This is an up-to-date continuation 
of the list which appeared on page 
134 of Hospirats for January. 


ALABAMA 
“365"’ Crippled Children’s Clinic, Bir- 
mingham; orthopedic; 100; nonprofit; 
$1,701,105; $502,435. 


INDIANA ; : 

Washington County Memorial Hospita', 

Salem; general and health center labora- 

tory; beds undetermined; public; $428,000, 
141,300 


Starke County Hospital, Knox; genera), 
35; public; $313,084; $103,861. : 

Rush County Hospital, Rushville; gen- 
eral, outpatient department and _ labora- 
tory; beds undetermined; public; $616,000; 
$200,000. ; 

LaGrange County Hospital; general; 38; 
public; $442,500; $142,500. : ; 

Fountain County Memorial Hospital, 
Veedersburg; general; 30; public; $415,700; 
$136,933. ; g 

Whitley County Memorial Hospital, 
Columbia; general; 57; public; $554,840; 
$182,113. f 

Perry County Hospital, Cannelton; gen- 
eral; 40; public; $500,000; $166,000. 

Tipton County Memorial Hospital; gen- 
eral and laboratory; 52; public; $624,000; 
$206,000. 

KENTUCKY 

Grayson County War Memorial Hos- 
pital, Leitchfield; general an apy health 
center; 17; public; $230,000; $75,000. 

Nicholas County Hospital, Carlisle; gen- 
eral and op health center; 28; public; 
305,000; $100,000. ; i 
. Casey Teeny War Memorial, Liberty: 
general and public health center; 21; 
public; $230,000; $75,000. — 

Garrard County Hospital, Lancaster; 
general; 30; public; $267,500; $87,500. _ 

Allen County War Memorial Hospital. 
Scottsville; general; 26; public; $225,000; 

10 


000. . 

Owensboro-Davies County Hospital, 
Owensboro; general; 48; public; $900,000; 
$300,000. a, é 

Owen County Memorial Hospital, Owen- 
ton; general; 21; public; $164,400; $53,133. 


MISSISSIPPI 


George County Hospital, Lucedale; gen- 
eral; 30; public; $259,916; $80,991. i 

Franklin County Hospital, Meadville; 
general; 30; public; $250,000; $83,400. 

Rankin County Health Center, Brandon; 
public health center; public; $23,998; $7,916. 

Attala County Health Center, Kosciusko; 
public health center; public; $46,734; 
$15,578. 

Marion County General Hospital, Co- 
lumbia; general; 80; public; $858,770; 
$280,423. 

North Sunflower County Ho oe, Ruvle- 
ville; general; 30; public; $266,300; $87,766. 


NEW MEXICO 


Otero County Hospital, Alamogordo; 
general; 26; public; $210,900; $69,633. 

Lincoln County Municipal Hospital, Car- 
rizozo: general; 25; public; $178,250; $58,250. 

Hondo Valley General Hospital, Ruidoso; 
general; 15; public; $108,000; $36,000. 


NORTH CAROLINA 
Roanoke-Chowan Hospital, Ahoskie; 
eneral and nurses’ home; 42; nonprofit; 
139,652; $46,550. 


OKLAHOMA 


Stillwater Municipal Hospital, Still- 
water; general; 50; public; $344,500; 
$114,833. : : 

Community Hospital, Kingfisher; gen- 
eral; 20; nonprofit; $160,000; $50,000. 


TEXAS 


Norton Memorial Health Center, Port 
Arthur; public health center; public; 
$97,800; $32,600. : Y 

Huntsville Memorial Hospital; general; 
32; public; $370,000; $115,000. 

Mason Memorial Hospital; general; 10; 
public; $90,600; $30,200. : 

Edwards County Hospital, Rocksprings; 
general; 10; public; $112,600; $27,500. 

Tyler County Hospital, Woodville; gen- 
eral; 23; public; $225,000; $75,000. 

Hudspeth County Hospital, Sierra Blanca; 
general; 12; public; $148,143; $49,214. 

Mauritz Memorial Hospital, Ganado; 
general; 28; public; $316,500; $105,500. 

Hardin County Hospital, Kountze; gen- 
eral; 50; public; $455,000; $150,000. 

Trinity Memorial Hospital; general; 14; 
nonprofit; $100,000; $33,333. 

Sarah Cartmell Memorial Hospital, Pales- 
tine: general and laboratory; 60; non- 
profit; $594,900; $193,300. . 

Dimmit County Hospital, Carrizo 
Springs; general and public health center; 
30; public; $301,400; $100,000. 
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for OBSTETRICS * GYNECOLOGY ~ CIRCUMCISION 


Scanlan surgical gut sutures require minimum preparatory 
handling in operating room and delivery room... pleasantly 
flexible and ready for surgeon's use when removed from 
sterile tube... Ask for schedule of plain and chromic gut, silk, 
silkworm gut, nylon, etc., with or without fine-quality needles. 


THE OHIO CHEMICAL & MFG. CO., 1400 E. Washington Ave., Madison 3, Wisconsin 


Manufacturers of Medical Apparatus, 
Gases, and Suppliesfor the Profession, 
Hospitals and Research Laboratories 


BRANCH OFFICES IN PRINCIPAL CITIES flo 








Bantely those 


‘hospital odors’ 


“ QOREX 


CONTAINS METAZENE* 


It's new, modern, different . . . 
ODOREX is a vapor mist which keeps 
the air pleasantly clean for both 
patient and nurse .. . quickly banishes 
the unpleasant odors of bedpans, 
vomit, perspiration and casts. 
Metazene® i is a new synthetic organic 
chemical It positively destroys odors. 


*Trade Name of Kilgore Chemicals, Inc. 


HILGORE (Zemccaée INC. 


1050 30th ST.. WASHINGTON, D. C. 
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NAVOIDABLE over-crowding, so prevalent in hos- 
U pitals today, makes effective disinfection of 
special importance. You can always depend on the 
sure germicidal action of “Lysol” brand disinfectant. 


WHY IT PAYS TO INSIST ON “LYSOL” 


“Lysol” is effective—phenol coefficient 5. Kills all 
kinds of microbes that are important in disinfection 
and antisepsis. 
“Lysol” is sure, non-specific—effective against ALL 
types of disease-producing vegetative bacteria. (Some 
other disinfectants are specific . . . effective against 
some organisms, less effective or practically ineffec- 
tive against others.) 

- “Lysol” is economical—can be diluted 100 or 200 
times and still remain a potent germicide. (In bulk, 
“Lysol” costs only $2.25 per g gallon—when purchased 


in quantities of 50 gallons or more.) 
. “Lysol” is harmless to rubber gloves, sheeting. 


“Lysol” helps preserve keen cutting edges of instru- 
ments—when added to water in which they are boiled 
(0.5% solution). 

6. “Lysol” is efficient in presence of organic matter—i.e., 
blood, pus, dirt, mucus. 





Brand Disinfectant 


REG.U.S. PAT. OFF, 














\ 





HOW TO ORDER “LYSOL” IN BULK. “Lysol” in bulk for institu- 
tional purposes is available through the following hospital supply 
organizations: 


AMERICAN HOSPITAL SUPPLY CORP. | AMERICAN HOSPITALSUPPLY CORP. 
2020 Ridge Avenue 767 Mission St.,San Francisco 3, Cal. 
caer SURGICAL SELLING COMPANY 

139 Forrest Avenue, N. E. 


ECKHARDT PHYSICIANS & a 
Atlanta 1, Ga. 


SUPPLY COMPAN 


Littlefield Building, sono Tex. P a ; 
. Address inquiries regarding orders, 


shipments, etc., to any of the fore- 

going distributors or direct to 

LEHN & FINK PRODUCTS CORP. 
Hospital Department 

445 Park Ave., New York 22, N.Y. 

Copr., 1947, by Lehn & Fink Products Corp. 
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JAMISON SEMPLE COMPANY 
419 Fourth Ave., New York 16, N.Y. 


STONE HALL CO. 
1738 Wynkoop St., Denver 17, Colo. 














CURRENT LISTING OF NEW MEMBERS 








INSTITUTIONAL MEMBERS 


ARIZONA 
Yuma—Yuma County General Hospital 
FLORIDA 
Bartow—Polk County Hospital 
GEORGIA 
ee. J. Taylor Memorial Hos- 


pital, In 
IDAHO 
Weiser—Weiser Valley Hospital Associa- 


tion 
1IOWA 
Knoxville—Collins Memorial Hospital 
MAINE 
Hartland—Scott-Webb Memerial Hospital 
Portland—The Children’s Hospital 
MASSACHUSETTS 
Boston—Massachusetts Public Building 
Commission 
Cambridge—Cambridge Sanatorium 
Fall River—St. Anne’s Hospital 
Ludlow—Ludlow Hospital 
MICHIGAN 
Battle Creek—American Legion Hospital 
MISSOURI 
St. Louis—The Barnard Free Skin and 
Cancer Hospital 
NORTH CAROLINA 
Winston-Salem—Kate Bitting Reynolds 
Memorial Hospital 
OHIO 
Delaware—Jane M. Case Hospital 
Ravenna—Robinson Memorial Portage 
County Hospital 
Willard—Willard Municipal Hospital 
SOUTH DAKOTA 
Watertown—Luther Hospital 


TENNESSEE 
Humboldt—St. Mary’s Hospital of Hum- 


oldt 
Knoxville—East Tennessee Baptist Hos- 


pital 
VERMONT 
Brandon—Brandon State School 
VIRGINIA * 
Portsmouth—Maryview Hospital 
WISCONSIN 
Osceola—Ladd Memorial Hospital 


PERSONAL MEMBERS 


Agnes, Sister Mary—Asst. Supt.—St. Law- 
rence Hospital—Lansing, Mich. 

Aldinger, Richard C.—Asst. Admin.—Co- 
lumbus (Ga.) City Hospital 

Alter, R. H., M.D.—Member Bd. of Mgr’s.—- 
W. A. Foote Memorial Hospital—Jackson, 


Mich. 

Antoinette, Sister M.—Cashier—Mercy Hos- 
pital—Baltimore 

Augusta, Sister M.—Dir. of Nrs.—St. Jo- 
seph’s Hospital—Milwaukee 


Austin, Joseph F.—Dir.—Brattleboro (Vt.) 
Memorial Hospital 

Aymold, Mrs. Dale — Bookkeeper — Balti- 
more (Md.) Eye, Ear and Throat Hospital 

Bassett, T. O.—Supt.—Dover (N.J.) Gen- 
eral Hospital 

Beckwith, M. E.—Auditor—Union Memor- 
ial Hospital—Baltimore 

Bjork, Victor D.—Student Hosp. Admin.—- 
Milwaukee 

Bopst, Charles C.—Principal Acct. Clerk— 
Maryland Tuberculosis Sanatorium — 
State Sanatorium : 

Buck, William H.— Cashier— The Johns 
Hopkins Hospital—Baltimore 

Buhler, Gordon Carroll—Finance Officer— 
Veterans Administration Hospital—Bed- 
ford, Mass. 

Burgoon, David F.—Lab. Spec.—U.S. Pub- 
lic Health Service—Washington, D.C. 
Cartmill, George E. Jr.—Asst. Dir.—Harper 

Hospital—Detroit 

Case, Francis Murray—Acctg. Supr.—Johns 
Hopkins Hospital—Baltimore 

Christiansen, Chris M.— Chief <Acctnt. — 

Johns Hopkins Hospital—Baltimore 

Cunane, Sister Oliva—Asst. Admin.—Prov- 
idence Hospital—Washington, 

Dashiell, James G.—Bus. Mgr.—Provident 
Hospital & Free Dispensary, Inc., Balti- 
more 

Dean, Lawrence W.—Admin.—John Gaston 
Hospital—Memphis 

Doering, Mrs. D. A.—Pers. Mgr.—St. Fran- 
cis Hospital—San Francisco 

Ehrman, Raymond G.—Credit Officer — 
Johns Hopkins Hospital—Baltimore 
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oer Jacob P.—Secy. Bd. of Dir.—Brattle- 
boro (Vt.) Memorial Hospital 

Fitzpatrick, Raymond Michael—Pers. Offi- 

+ <a aie Administration—Bedford, 


Mas 

Wisecher, John P.—Admin. — 
Hill Hospital—New York Cit 

Flook, W. E-Cimmpirelien-aieeetand Hos- 
pital Service, Inc.—Baltimore 

Friese, Frederick—Acctnt.—Johns Hopkins 
ee eee 

Friesen, A.—Admin.—Kitchener-Water- 
loo Hos es Ont. 

Gardner, A.—Admin. "Ass’t.—Maryland 
an ama Sanatorium — State Sana- 
oriu 

Garfield, Harold—Dir.—Brattleboro (Vt.) 
Memorial Hospital 

Gibson, Gov. Ernest W.—Dir.—Brattleboro 
(Vt.) Memorial a ital 

Glassburn, Vida M., R.N.— Supt. — Home 
Hospital—Sterling, Ill. 

Gore, Thomas L., M.D., Supt.—Davidson 
County Hospital—Nashville, Tenn. 

Grace, Sister—Ofc. Mgr.—St. Agnes Hos- 
pital—Baltimore 

Granger, R. Carroll—Ofc. Mgr.—Sinai Hos- 
pital of Baltimore 

Greenwood, James F.—Pur. Agt.—St. Fran- 
cis Hospital—San Francisco 

Grimmer, Eleanor M.—Chief Dietitian— 
Maine General Hospital—Portland 

Hammerbacher, Edward J.—Acct.—Johns 
Hopkins Hospital—Baltimore 

Haus, Edmund J.—Dir.—Brattleboro (Vt.) 
Memorial Hospital 

Haymarch, Alexander—Dir.— Brattleboro 
(Vt.) Memorial Hospital 

Hill, William A. Major, MSC—Ch. of Hosp. 
—Dept. of Air Force—Washington, D.C. 

Hobbs, Carl W.—Contlr.—Franklin Square 
Hospital—Baltimore 

Humbert, Harry O.—Contir.—Johns Hop- 
kins Hospital—Baltimore 

Ireland, Benjamin L.—Asst. Mgr.—Mary- 
land Hospital Service, Inc.—Baltimore 

Jackson, Miss Laura G.—Asso. Dir. — 
Northwestern University—Chicago 

Joh, Annie—Clerk—The Hospital for the 
Women of Maryland, Baltimore 

Jones, Harris B.—Student Hosp. Admin.—- 
University of Chicago 

Josephine, Sister Mary, R.N.—Supt.—St. 
Lawrence Hospital—Lansing, Mich. 

Kidd, Gene—Admin.—Phoebe Putney Me- 
morial Hospital—Albany, Ga. 

Kipp, Beryl E.—Cash.-Bkpr. —Hospital for 
Women of Maryland—Baltimore 

Kumpf, Robert A.—Act. Dir.—University 
Hospital—Augusta, Ga. 

Kurtz, Lois R.—Bkpr ‘—Harford Memorial 
Hospital—Havre de Grace, 4 

Kuzner, Robert A.— Compt.-Central Dis- 
pensary & Emergency ospital—Wash- 
ington, D.C. 

Lane, Leslie S.—Admin. Asst.—Blue Cross 
Plan for Hospital Care, Chicago 
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Lichtwardt, Hartman A., M.D.—Med. Dir.— 
Woman’s Hospital of Detroit 

Luft, John, Major—Chf. Supply Br.—Dept 
of the Air Force—Washington, D.C. 

MacKay, Miss Saidie E.— Supt. — Charle 
— Memorial Hospital — Woburn 

ass 

McCall, Owen F.—Secy. Bd. of Trustees- 
Cambridge (Mass.) City Hospital 

McGinn, Sister Mary—Admit. Ofcr.—Si 
Agnes’ Hospital—Baltimore 

Milne, Alexander M.—Phar. Spec.—Div. o/ 
Hosp. Fac., U.S. Public Health Service, 
Washington, DC. 

Molgren, F. W.—Admin.—Monmouth (II1.) 
Hospital 

Moore, Harold C.—Acct. Supr.—Johns Hop- 
kins Hospital—Baltimore 

Moreland, William J., Lt. Col., MSC—Hosp. 
Insp —Oliver General Hospital—Augusta. 


Ga. 

Newell, Fred R., M.D.—Vice Pres. Bd. of 
Err (Vt.) Memorial Hos- 
pita 

Newman, Ruth — Asst. Treas. — Children’s 
Hospital—Washington, 22.0, 

Nolan, Martin F.—Bus: Mgr.—Cambridge 
(Mass.) City Hospital 

Offield, James R.—Trustee—Little Traverse 
Hospital—Petoskey, Mich. 

Perrot, Sister Jane Marie—Admin. Asst.— 
Providence Hospital—Washington, D.C. 
Power, G. W.—Mem. Advisory Bd.—James 
Decker Munson Hospital—Traverse City, 

ich. 

Powers, Grace B., R.N.—Supt.—R. J. Tay- 
a Memorial Hospital — Hawkinsville, 


a. 

Putnam, Harold—Dir.—Brattleboro (Vt.) 
Memorial Hospital 

Rice, Howard C.—Pres. Bd. of Dir.—Brat- 
tleboro (Vt.) Memorial Hospital 

Rottschaefer, William, M.D.—Chf. Res. 
a Hospital—Ann Arbor, 

ich 

Schabinger, Mary C.—Supt.—De Ette Har- 
rison Detwiler Memorial Hospital—Wau- 
seon, Ohio 

Schafer, Margaret K.—Nurse Cons.—Div. 
Hosp. Facilities—U.S. Public Health Ser- 
vice—Washington, i 

Schroeder, Sylvester J Admin. Ass’t. Dir. 

—Michael Reese Hospital—Chicago 

Schwenk, Anthony F. (Judge) — Dir. — 
Brattleboro (Vt.) Memorial Hospital 

Seymour, W. C.—Chief Acct.—Washington 
Sanitarium & Hospital—Tacoma Park, 


Spielman, Simon S.—Dir. Pub. Rel.—Rock- 
away Beach (N.Y.) Hospital 

Steinert, Claire H.—Trustee—Cambridge 
(Mass.) City Hospital 

Tarr, Ralph W.—Admin. Ass’t. Dir.—Mich- 
ael Reese Hospital—Chicago 

Throne, Morris N.—Contlr.—Sinai Hospital 

Trimble, Guy H.—Chief Equip. & Supply— 
Div. Hosp. Facilities—U.S. Public Health 
Service—Washington, i. 

Tuthill, H. B.—Pres. Bd. of Trustees— 
Blodgett Memorial Hospital—Grand Rap- 
ids, Mich. 

—Baltimore 

Wadeson, Ralph W.—Asst. to Supt.—Em- 
ployees Hospital of Tennessee Coal Iron 
& Railroad Corporation, Fairfield, Ala 

Waagen, Louise O.— Nurse Cons.— USS. 
Public Health Service, Div. of Hosp. 
Fac., Washington, D.C. 

Wermann, Marie—Megr. Bus. Office—Union 
Memorial Hospital—Baltimore 

Whelply, Frederick, G.—Ass’t. Dir.—Evan- 
ston (Ill.) Hospital Association 
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Dr. PHILIP DiRLAM BONNET, as- 
sociated with the Lankenau Hospi- 
tal in Philadel- 
phia as medical 
director and 
then director 
since 1940, has 
been named su- 
perintendent of 
the Massachus- 
etts Memorial 
Hospitals effec- 
tive March 1. 
He succeeds Dr. 
LevERnerr S. 
WoopwortH who resigned to ac- 
cept a position with the Veterans 
Administration. 

Dr. Bonnet is a Fellow of the 
American Medical Association and 
a member of the American Hospi- 
tal Association. 





Louis B. Bair has resigned as 
superintendent of the University 
Hospital, Columbus, Ohio to be- 
come superintendent of St. Luke’s 
Methodist Hospital at Cedar Rap- 
ids, Iowa. The new appointment 
will become effective in March. 

Before going to Columbus in 
1942, Mr. Blair was superintendent 
of Lawrence County General Hos- 
pital, Ironton, Ohio. He is a direc- 
tor in the Central Hospital Service, 
treasurer of the Columbus Hospi- 
tal Federation, secretary of the cen- 
tral district Ohio Hospital Associa- 
tion and chairman of the American 
Hospital Association’s Committee 
on Subdivisions. 





ELEANOR E. HAMILTON, director 
of Presbyterian Hospital, Newark, 
N. J., was the recipient of the sec- 
ond annual award for outstanding 
achievement and service of the 
Council of Women’s Service Clubs 
of Essex County. She was cited as 
having “elevated the professional 
and ethical standards of the nurs- 
ing profession, personalized the 
service of hospitals, and made out- 
standing contributions to the 
health and welfare of her fellow 
citizens.” 


LEsLIE H.. RINGELSPAUGH, associ- 
ate director of Miami Valley Hos- 
pital, Dayton, Ohio, has been ap- 
pointed director of the hospital, 
succeeding O. K. Fike who re- 
signed effective January 31. 
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Stuart W. Knox has accepted 
the position of superintendent of 
the Lawrence (Mass.) General Hos- 
pital. He was formerly associated 
with Newton-Wellesley Hospital, 
Newton Lower Falls, Mass., and 
has most recently been  super- 
intendent of Pekin (Ill.) Public 
Hospital. During the war he was 
medical administrative corps officer 
at Lovell General Hospital, Fort 
Devens, Mass., and medical supply 
officer at Percy Jones General Hos- 
pital, Battle Creek, Mich. 

Mr. Knox is a member of the IIli- 
nois Hospital Association, the Mas- 
sachusetts Hospital Association and 
the American Hospital Association. 

Van C. Apvams, formerly admin- 
istrator of Cincinnati’s Jewish Hos- 
pital, has been appointed adminis- 
trator of the Alexandria (Va.) Hos- 
pital. He succeeds Rospert G. 
Wuitton, who resigned in Novem- 
ber. 

Mr. Adams, an administrator 
with 23 years experience, was su- 
perintendent of the City Hospital 
of Springfield, Ohio, from 1937 to 
1941. From 1924 to 1937 he was 
with the Mayo Clinic, Rochester, 
Minn. 


DaNiEL M. Brown has resigned 
as administrative assistant of the 
Permanente Foundation Hospital, 
Oakland, Calif., to accept an ap- 
pointment as administrator and 
consultant at the Lodi (Calif.) 
Memorial Hospital Association. 
Mr. Brown is a nominee of the 
American College of Hospital Ad- 
ministrators and a member of the 
American Hospital Association. 





MurigEL W. RussELi, R.N., has 
been appointed administrator of 
New Milford (Conn.) Hospital, 
succeeding Mrs. Dororuy FOovta, 
R.N., who resigned recently. Mrs. 
Russell was administrator of the 
Waldo County General Hospital, 
Belfast, Maine, until six years ago 
when she became administrator at 
Knox County General Hospital, 
Rockland, Maine. 


J. Dewey Lures has been ap- 
pointed director of the University 
Hospital, Augusta, Ga. He was 
formerly associated with the Nor- 
burn Hospital, Asheville, N. C. 


GERTRUDE FE. COopeELANb, R.N., 
superintendent of Independence 
(Mo.) Sanitarium and Hospital, 
was honored at a reception on Jan- 
uary 4 commemorating her twenty- 
fifth year of service to the sanitar- 
ium and the community. She was 
presented with a number of gifts 
and flowers from her many associ- 
ates and friends. 


Dr. Myron C. MILLER has left 
his post with the Division of Hos- 
pital Facilities 
of the U.S. Pub- 
lic Health Serv- 
ice to become 
administrator of 
the NePonsit, 
N.Y., Marine 
Tuberculosis 
Hospital. The 
NePonsit hospi- 
tal, formerly an 
annex of the 
Stapleton, Long 
Island, Marine Hospital, directed 
by T. B. H. ANperson, M.D., is to 
become a separate facility under 
Dr. Miller. 

Before joining the Division of 
Hospital Facilities last summer, Dr. 
Miller was with the Tuberculosis 
Control Division at Bethesda, Md. 
He previously was medical director 
of the Tuberculosis Hospital of 
Columbus, Ohio, county tubercu- 
losis controller and associate prof- 
essor of medicine at Ohio State 
University in Columbus. 





RALPH Hutcuins has been pro- 
moted from acting superintendent 
to superintendent of the Central 
Michigan Community Hospital, 
Mount Pleasant, Mich. Before go- 
ing to Mount Pleasant, Mr. Hutch- 
ins was the assistant medical direc- 
tor at the Bay City (Mich.) Mercy 
Hospital, and later was in charge 
of credits and collections for the 
Bay City General Hospital. 

Henry G. FarisH has assumed 
his duties as superintendent of the 
Southampton (L.I., N.Y.) Hospital 
Association. He was formerly con- 
nected with the hospital depart- 
ment of the American College of 
Surgeons, Chicago. 


RosBert E. WILLIAMSON has re- 
signed as administrator of the Con- 
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cord (Calif.) Hospital to accept a 
position as administrator of the 
Martinez (Calif.) Community Hos- 
pital. 

Ricuarp A. TAzeR, administra- 
tive assistant, was appointed to fill 
the vacancy created by Mr. Will- 
iamson’s resignation. 





Ray E. Brown, superintendent 
of hospitals at the University of 
Chicago, has been appointed asso- 
ciate professor of hospital admin- 
istration and associate director of 
the course for hospital administra- 
tors at the university. Both ap- 
pointments became effective De- 
cember 1. 

Joun T. Kotopy has been ap- 
pointed assistant superintendent of 
St. Barnabas Hospital for Chronic 
Diseases, New York City. Prior to 
this, Mr. Kolody served a year’s 
residency in hospital administra- 
tion under Dr. A. P. Merrill, ad- 
ministrator, St. Barnabas Hospital. 


JosepH W. HiInsLey, assistant 
director of Touro Infirmary, New 
Orleans, La., was recently re-elected 
president of the New Orleans Hos- 
pital Council. 


Joun F. Barker has been ap- 
pointed administrative assistant at 
Wesley Memorial Hospital, Chica- 
go. Mr. Barker formerly was ad- 
ministrator of Valley View Hospi- 
tal, Ada, Okla. 

A. C. O'Connor is the new ad- 
ministrator of the Middletown 
(Ohio) Hospital. He formerly 
served as administrator of the New- 
ark (Ohio) Hospital. 


Rev. JoHN J. Curry has been ap- 
pointed director of the Division of 
Health and Hos- 
pitals of New 
York Catholic 
Charities to suc- 
ceed the VERY 
Rev. MONSIGNOR 
Joun J. Binc- 
HAM who, be- 
cause of 411 
health, was un- 
able to continue 
these duties. 
Monsignor Bingham recently was 
appointed to the pastorate of St. 
Patrick’s Church, Yorktown 
Heights, N.Y. 

Father Curry was appointed to 
the staff of New York Catholic 
Charities in 1936, and has served 
as assistant director of the Division 
of Health and Hospitals since 1939. 


Tue Rev. JAMEs V. Moscow has 
been appointed as assistant to the 
Rev. JOHN W. Barrett, director of 
hospitals in the Archdiocese of Chi- 
cago. Father Moscow was formerly 
assistant at St. Athanasius Church, 
Evanston, Ill. He is said to be the 
first priest in the United States to 
earn a degree in hospital adminis- 
tration. 


KENNETH R. DRENT, executive 
secretary of the Hospital Council 
of Southern California, has re- 
signed to accept a position as ad- 
ministrator of Centinela Hospital, 
Inglewood, Calif. 


KENNETH E. Brooks became as- 
sistant administrator of Westlake 
Hospital, Melrose Park, Ill. on 
January 1. Prior to his appoint- 
ment, Mr. Brooks was. administra- 
tive intern at Westlake Hospital. 
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DRAMATIZE YOUR HOSPITAL'S 
SERVICES THROUGH FILMS 


For Employees—Auxiliary Groups—The Community 


with these movies available from the Americen Hospital Association: 
“You're the Doctor,” an 18-minute sound film illustrating the vital part 
played by the hospital in the community life, and promoting community 
recognition of the hospital as ‘‘An Investment in Health.” 
““As Others See Us,’ portraying the public relations importance of hospital 
personnel in influencing patient opinion and community attitudes toward the 


“Hospital Auxiliary Film,” for hospital auxiliaries, women’s clubs and 
similar groups, to develop new volunteer organizations or further improve 
existing auxiliaries. Depicts services of the volunteer groups of the Middlesex 


Requests for booking must be made at least two weeks in advance of desired 
showing dates. 


For More Information on All Films, Write: 
Council on Public Relations 


AMERICAN HOSPITAL ASSOCIATION 


Chicago 10, Ill. 














LEONARD W. HAMBLIN, formerl|y 
assistant superintendent of Jewis/: 
Hospital, Cincinnati, Ohio, is nov 
superintendent of Deaconess Hos 
pital, Freeport, III. 


Dr. MArTHA ELIOT, associate 
chief of the U.S. Children’s Bu- 
reau, has been awarded the Pa) 
ents’ Magazine medal for outstand 
ing service to children for her work 
as wartime director of the Emer- 
gency Maternal and Infant Care 
program. 


ANNA FILLMORE has_ been ap 
pointed general director of the Na 
tional Organization for Public 
Health Nursing. She formerly 
served with the Visiting Nurse 
Service of New York, the Bureau 
of Public Health Nursing in the 
Utah State Health Department, 
and the American Nurses Associa- 
tion. 

Frances L. Ware has been ap- 
pointed director of dietetics at 
Rhode Island Hospital, Providence. 
She has been connected with 
Barnes Hospital, St. Louis, where 
she served as assistant and acting 
director of dietetics. More recently, 
she has been director of dietetics at 
St. Luke’s Hospital in Chicago. 


Dr. S. Howard ARMSTRONG JR. 
has been appointed chairman of 
the department of medicine at 
Presbyterian Hospital, Chicago. He 
will direct the program of basic 
laboratory research. For the past 
seven years Dr. Armstrong has been 
doing graduate work in physical 
chemistry at Harvard University, 
the Massachusetts Institute of Tech- 
nology and the Peter Bent Brigham 
Hospital in Boston. 


THE REVEREND LYMAN R. Hart- 
LEY has been appointed chaplain 
of the Presbyterian Hospital, Co- 
lumbia-Presbyterian Medical Cen- 
ter, New York City. For a number 
of years, Rev. Hartley served as 
chaplain of New York University 
and was vice-moderator of the New 
York Presbytery. 

The new chaplain succeeds Dr. 
GrEorGE J. RussELL who retired 
January 1 after 11 years’ duty as 
chaplain of the hospital. 





MarigE L. CAsTEeEN has been ap- 
pointed chief dietitian of the New- 
ton - Wellesley Hospital, Newton 
Lower Falls, Mass. During the past 
year she has been serving as food 
consultant in the New England 
area. 

Miss Casteen replaces M. IsaBEL 


HOSPITALS 











j 
5 
3 





















P\' feo} | > Reh Sy 5 


These two inks are the best of 
their respective kinds 


APPLEGATE'S 
} Indelible Ink 
: (Heat Required) 
This silver base marking ink will 


never wash out —will last the full 
life of any cloth fabric. 


XANNO NAME.DEPT. DATE 
Indelible Ink ONE OR ALL AT 

(No Heat Required) ONEIMPRESSION aig 

Will last many washes Oe i. 


longer than other inks 
NOT requiring heat to set. 


APPLEGATE'S 
MARKERS 


Now available in 
foot or hand power, 
or motor power. 


The ONLY inexpensive 
marker made that per- 
mits the operator to use 
both hands to hold the 
goods and mark them 
any place desired. Marks 
all linens, towels, coats 
and aprons at the LOW 
COs eae eal = 

< rite for 
Catalog and Impression CELEBRATING OUR 


‘Slip. 50th ANNIVERSARY 
APPLEGATE CHEMICAL CO. 
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OR HAND ' 
POWER 












\. 5630 Harper Avenue H2-48 Chicago 37, Illinois 














Hospital 
Sheeting 


Waterproof, resistant to stains and acids 


— easily cleaned and sterilized. Non- 
toxic. Both heavy-duty and lightweight — 
coated one or two sides. 


Ask your Hospital Supply House for 


Royal Archer Sheeting 


ARCHER RUBBER COMPANY 
MILFORD, MASSACHUSETTS 


QUALITY RUBBERIZED GOODS SINCE 1907 























-_ HOSPITAL 
SD 
GLASSWARE 






BMERTEX 


Sold through 
ethical supply houses 
only 


A catalog of @ERTEX) glassware will be sent to you upon request. 
Kindly state your supply house name. 


| MERCER GLASS WORKS, INC., 17 W. 17th St., N.Y. 11, N.Y. 
Surgicel * Laboratory * Scientific Apparatus * General Supplies 


haw 





FEBRUARY 1948, VOL. 22 











Send fox FREE FOLDER 
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QUALITY UNIFORMS SINCE 1876 
INTERNS’ SUITS 


Well tailored, sanforized whipcord with extra rein- 
forcement at points of strain. 


CAPES 100% woot 


Excellent wearing qualities, pre-war fullness, custom 
tailored, in pleasing colors. 
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FosTEr who resigned to accept the 
position of chief dietitian at the 
Ochsner Medical Foundation, New 
Orleans. 


Dr. RALPH M. HARTWELL has 
been appointed director of clinical 
laboratories of Hotel Dieu Sisters’ 
Hospital, New Orleans. He has 
been serving as assistant professor 
of pathology at Ohio State Univer- 
sity. 

Dr. Hartwell is a member of the 
American Society of Clinical Path- 
ologists, the American Association 
of Pathologists and a fellow of the 
American Medical Association and 
of the College of American Pathol- 
ogists. 


Dr. WILLIs G. NEALLEY, director 
emeritus of the Brooklyn (N.Y.) 
Hospital, died on January 7. He 
became director of the Brooklyn 
Hospital in 1912 and retired in 
1946. 

In 1934 Dr. Nealley was a mem- 
ber of a special board created to 
advise the New York City Depart- 
ment of Hospitals on its plans for 


reorganization. He was instrumen- 
tal in organizing the Greater New 
York Hospital Association in 1937 
by uniting the Hospital Council of 
Brooklyn and the Hospital Con- 
ference of the City of New York, 
and he served as its first president. 
Dr. Nealley was an active per- 
sonal member of the American 
Hospital Association, state and 
county medical societies, and the 
University Club of New York. 


SIsTER Mary PATRICIA, superin- 

tendent of St. Mary’s Hospital, Dul- 
uth, Minn., died 
on January 7. 
She became 
medical records 
librarian of St. 
Mary’s Hospital 
in 1918 and was 
promoted to the 
superintendency 
in 1926. 

Sister Patricia 
was a fellow of 
the American 
College of Hospital Administrators 
and an active personal member of 
the Minnesota Hospital Associa- 
tion, the American Association of 
Medical Record Librarians, and 
the American Hospital Association. 


DONALD STEELE SMITH, superin- 
tendent of the Mary Hitchcock 
Memorial Hos- 
pital, Hanover, 

N.H., died on 
December 23. 
Mr. Smith, who 
had been super- 
intendent of the 
Mary Hitchcock 
Memorial Hos- 
pital since 1936, 
was assistant su- 
perintendent of 
the Minneapolis 
General Hospital from 1931 to 
1936. 

Mr. Smith was a fellow of the 
American College of Hospital Ad- 
ministrators, and an active person- 
al member of the New England 
Hospital Assembly, the New Hamp- 
shire Hospital Association, and the 
American Hospital Association. 


FRANCES STERN, pioneer nutri- 
tionist and head of the Frances 
Stern Food Clinic of the Boston 
(Mass.) Dispensary for the past 30 
years, died on December 23. 


CLARENCE L. Neu, president of 
Physicians’ Record Company, Chi- 
cago, died on January 16. 











,HOSPITAL REQUIREMENTS 


- SICK ROOMS « RECEPTION ROOMS « KITCHENS 
uwois REST ROOMS ¢ GUEST ROOMS «+ DINING ROOMS 
SANITATION « BATHROOMS «+ CORRIDORS 


You tempt your patients to drink every healthful drop when 
you offer their juices in sparkling, graceful glasses. Flagging 
appetites respond quickly to attractive, inviting food service 

. and DON has just about everything you need to SERVE 
all foods in the most attractive way. 

Handsome chinaware, glassware, silverware... linens and 
trays. And for your kitchens DON carries a full line of equip- 
ment to help your staff PREPARE food more deliciously, nu- 
tritiously—in less time. 

DON has hundreds of upkeep items and furnishings for 
EVERY DEPARTMENT of your hospital. Depend on DON for 
the most efficient janitorial and sanitation supplies. 

Always, SATISFACTION GUARANTEED OR MONEY 
BACK. Write to DON any time outlining your needs. In 
Chicago, phone CALumet 1300. 


EDWARD ote) | & COMPANY 


2201 S.La Salle St. Dept. 7 Chicago 16, Ill 








BETTER MAKE IT WILTEX OR 
WILCO- THEY LAST LONGER 


Yes, it's smart-to ask your Surgical Supply 
Dealer for the internationally famous Wiltex or 
Wilco Curved Finger Latex Gloves — they DO 
last longer and consequently reduce costs. 


THE WILSON RUBBER COMPANY 


THE WORLD'S LARGEST EXCLUSIVE MANUFACTURERS OF RUBBER GLOVES 


CANTON, OHIO. U.S.A. 
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